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Development assistance for health has increased significantly since 1990, but the large 
majority of additional funding has been going to the fight against specific diseases such 
as HIV/AIDS or malaria. Less money has been invested in basic health care and 
strengthening the public health systems in developing countries. As exemplified by the 
2014-2016 Ebola outbreak in West-Africa, the lack of a well-functioning health system 
can have devastating consequences. Over the years, academics and policy makers have 
increasingly stressed the need for health system strengthening. Among them are the 
European Union and its Member States. Nevertheless, little is known about how the 
support for health system strengthening in European policy documents translates into 
concrete policies at partner country level. Furthermore, as development cooperation 
is a shared policy between the EU and its 28 Member States, it remains unclear to what 
extent European donors share a similar approach on this matter. 
Against this background, this dissertation analyses the European approach to 
international health assistance. More specifically, I investigate (1) the approaches of 
European donors towards international health assistance, and (2) the extent to which 
there are similarities or differences between them. To answer these questions, I 
analyse and compare the approaches on international health assistance of 13 
European donors in 6 empirical settings, building on a wide range of empirical data. I 
follow an abductive research approach during which literature review, data 
generation, data analysis and research design mutually influence each other. While 
relevant documents and aid figures at headquarters level are discussed to illustrate 
European donors’ vagueness and ambiguity on health system strengthening (chapter 
2), the main focus of the research is on the partner country level. An original analytical 
framework is developed to allow for a more fine-grained analysis of the different 
European approaches (chapter 3). This framework goes beyond the traditional ‘vertical 
versus horizontal’ distinction and consists of two continuums: the focus of donors’ 
international health assistance and the level of state involvement. Subsequently, this 
framework is applied to European donors’ health assistance in the DRC, Ethiopia, 
Uganda and Mozambique (chapters 4-7). In addition, I investigate the relation between 
European donors and the Global Fund, with a focus on the debate on health system 
strengthening (chapter 8). 
In the conclusion (chapter 9), I summarize the main findings of this dissertation. First, 
there is a variety of European approaches on international health assistance. Donors’ 
approaches can differ between partner countries and they can change over time. Yet, 
despite these geographic and temporal differences, certain patterns can be identified 
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that characterize individual donors. Second, and building on this first finding, four 
‘types’ of European donors can be distinguished. While type 1 donors (Belgium, the 
EU, Switzerland, Spain, Denmark and Flanders) can be considered health system 
strengthening ‘hardliners’, type 2 donors (the Netherlands, Sweden and the UK) take a 
more flexible approach and have moved away from health system strengthening. Type 
3 donors (Italy and Ireland) are situated in between type 1 and 2. They tend to be more 
state-supportive than type 2 donors but they have a less profound approach on it than 
type 1 donors, and their focus is sometimes more issue-specific (cf. type 2) and 
sometimes more comprehensive (cf. type 1). Type 4 (France) prioritizes Global Health 
Initiatives, but advocates for a more comprehensive focus and a higher level of state 
involvement in the policy dialogue with these organizations. Third, the research 
revealed that - despite these differences at a specific level - there is still a general 
degree of ‘unity’ among European donors. These similarities become even more 
evident when comparing European donors with the US. Yet, this transatlantic divide 
also needs to be nuanced as some degree of ‘convergence’ can be noticed between 
the approaches at both sides of the Atlantic Ocean.  
On top of summarizing the main findings, the conclusions outline a number of 
explanatory factors for the main research findings, structured around partner country-
related, international and donor-related factors. Furthermore, some limitations and 
related suggestions for further research are given. Finally, I end with some general 
reflections on the role of the EU and its Member States in international health 
assistance. In particular, I state that because of the different approaches of European 
donors and the limited coordination between European donors on this theme, Europe 
seems to play a limited role in bringing health system strengthening more to the 





Sinds de jaren negentig is het budget voor internationale gezondheidshulp significant 
gestegen. Opvallend daarbij is dat de meerderheid van die extra middelen aangewend 
werd om specifieke ziektes te bestrijden, zoals aids of malaria. Er werd beduidend 
minder aandacht gegeven aan basisgezondheidszorg en het versterken van de publieke 
gezondheidssystemen van ontwikkelingslanden. Nochtans kan het ontbreken van een 
goed functionerend gezondheidssysteem dramatische gevolgen hebben, zoals de 
uitbraak van Ebola in West-Afrika tussen 2014 en 2016 pijnlijk aangetoond heeft. 
Doorheen de jaren hebben academici en beleidsmakers steeds sterker het belang 
benadrukt van het versterken van gezondheidssystemen. Onder hen ook de Europese 
Unie en haar lidstaten. En toch is weinig bekend over de manier waarop deze 
beleidsintenties vertaald worden naar een concreet beleid. Daarnaast speelt de vraag 
in welke mate de verschillende Europese donoren eenzelfde aanpak hanteren. Zowel 
de EU als haar 28 lidstaten hebben een beleid rond ontwikkelingssamenwerking, 
waardoor het onduidelijk is in welke mate er een gemeenschappelijke Europese visie 
is rond dit thema. 
Tegen deze achtergrond neem ik de Europese benadering inzake internationale 
gezondheidshulp onder de loep. Meer specifiek onderzoek ik (1) de houding van 
verschillende Europese donoren ten opzichte van internationale gezondheidshulp, en 
(2) de mate waarin ze gelijkenissen of verschillen vertonen. Om deze vragen te 
beantwoorden, analyseer en vergelijk ik de posities van 13 Europese donoren met 
betrekking tot internationaal gezondheidsbeleid in 6 verschillende settings, 
gebruikmakend van verschillende soorten empirische gegevens. Ik hanteer een 
abductieve onderzoeksbenadering waarin literatuuronderzoek, dataverzameling, 
data-analyse en onderzoeksdesign elkaar onderling beïnvloeden.  
Terwijl algemene documenten en cijfers over hulp besproken worden om de vaagheid 
en ambiguïteit van de Europese donoren te illustreren met betrekking tot 
internationale gezondheidshulp (hoofdstuk 2), ligt de hoofdfocus van dit onderzoek op 
de Europese benaderingen in partnerlanden. Een eigen analytisch framework wordt 
ontwikkeld voor een fijnmazigere analyse van de verschillende Europese posities 
(hoofdstuk 3). Dit framework gaat verder dan het traditionele onderscheid tussen 
verticaal en horizontaal en bestaat uit twee continuüms: de focus van de donoren 
inzake internationale gezondheidshulp en de mate waarin de staat betrokken wordt. 
Vervolgens wordt dit framework toegepast op de gezondheidshulp van Europese 
donoren in DR Congo, Ethiopië, Oeganda en Mozambique (hoofdstukken 4-7). 
Daarnaast onderzoek ik ook de relatie tussen Europese donoren en het Wereldfonds 
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voor aids-, tuberculose- en malariabestrijding, met een focus op het debat over het 
versterken van gezondheidssystemen (hoofdstuk 8).  
In de conclusie (hoofdstuk 9), start ik met het samenvatten van de voornaamste 
bevindingen. Ten eerste blijkt er heel wat variatie te zijn in de Europese posities over 
internationale gezondheidshulp. De houdingen van individuele donoren kunnen 
verschillen per partnerland en ze kunnen verschillen doorheen de tijd. Toch, ondanks 
deze geografische en temporele verschillen, tekenen bepaalde patronen zich af die 
kenmerkend zijn voor een bepaalde donor. Ten tweede, en hierop verder bouwend, 
kunnen vier types van Europese donoren onderscheiden worden. Type 1-donoren 
(België, de EU, Zwitserland, Spanje, Denenmarken en Vlaanderen) kan je hardliners 
noemen als het gaat om het versterken van basisgezondheidssystemen. Type 2-landen 
(Nederland, Zweden en het Verenigd Koninkrijk) kiezen voor een flexibelere 
benadering en hebben de voorbije jaren afstand genomen van het versterken van 
basisgezondheidssystemen. Type 3-donoren (Italië en Ierland) bevinden zich tussen 
type 1 en 2. Deze donoren betrekken de staat meer dan de type 2-donoren, maar 
hebben hier een minder uitgesproken visie over dan de type 1-donoren. Bovendien is 
hun focus soms meer specifiek (zoals type 2) en soms eerder uitgebreid (zoals type 1). 
Een type 4-donor (Frankrijk) maakt dan weer een prioriteit van het ondersteunen van 
mondiale gezondheidsinitiatieven (zoals GAVI en het Wereldfonds voor aids-,tbc- en 
malariabestrijding) maar pleit voor een brede focus en een grotere mate van 
betrokkenheid van de staat in de beleidsdialoog met deze organisaties. Ten derde heeft 
dit onderzoek duidelijk gemaakt dat er – ondanks deze onderlinge verschillen – toch 
een zekere mate van eenvormigheid is tussen de verschillende Europese donoren op 
een meer algemeen niveau. Deze gelijkenissen worden nog duidelijker wanneer 
Europese donoren vergeleken worden met de Verenigde Staten. Toch moet dit trans-
Atlantisch verschil ook genuanceerd worden, doordat zich tussen de benaderingen aan 
beide kanten van de oceaan een bepaalde mate van convergentie voordoet.  
Naast een beschrijving van de belangrijkste bevindingen schetsen de conclusies ook 
een aantal verklarende factoren voor de belangrijkste onderzoeksresultaten, 
gestructureerd rond partnerlanden, internationale en donorfactoren. Verder worden 
enkele beperkingen en bijbehorende suggesties voor verder onderzoek gegeven. Tot 
slot eindig ik met enkele algemene reflecties over de rol van de Europese Unie en haar 
lidstaten in de internationale gezondheidshulp. In die reflecties stel ik dat er niet alleen 
verschillende Europese benaderingen rond internationale gezondheidshulp zijn, maar 
dat er ook weinig coördinatie is tussen Europese donoren omtrent dit thema. Bijgevolg 
lijkt Europa een beperkte rol te spelen om het versterken van gezondheidssystemen 
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1.1 Introduction to the research topic 
A few months after I initiated my PhD research in October 2014, Western Africa was 
hit by the deadliest Ebola outbreak ever, which led to 28,616 Ebola cases and 11,301 
deaths in Guinea, Liberia and Sierra Leone (WHO, 2016). One of the reasons why this 
outbreak was more extensive than former ones, was the fact that the virus had spread 
to urban areas, increasing the risk of infection. The spread towards the western world 
via air traffic was also a new element. In the end, however, the amount of infections 
outside Africa remained very limited. Even if there would have been more infections, 
the Ebola virus would never have led to an epidemic in the western world. The Ebola 
virus is only contagious through direct contact with body fluid from infected or 
deceased patients, which means that the spread is counteracted once the infected 
people are put in quarantine. Consequently, the biggest problem of the Ebola outbreak 
in Western Arica was not so much the lack of a vaccine or treatment for Ebola, but 
rather the lack of a functioning health system (Boozary, Farmer, & Jha, 2014; Gostin, 
2014; Steurs, 2015). One major problem, for example, was the lack of healthcare 
professionals in the affected countries. Worldwide there is a shortage of 7.2 million 
health workers (WHO & Global Health Workforce Alliance, 2014); and Sierra Leone, 
Liberia and Guinea are at the top of the list of countries where this deficit is the most 
alarming.  
However, these three countries were highly dependent on international aid, even 
before the Ebola outbreak. Consequently, one could wonder why the international 
donor1 community did not invest more in health system strengthening (HSS). The 
importance of HSS has already been acknowledged for decades. An important 
milestone was a declaration that was signed in 1978 at a conference for primary 
healthcare in Alma Ata (Kazakhstan). The so-called Alma Ata Declaration aimed to 
reach ‘health for all’ by 2000 and stressed the importance of primary healthcare and 
the strengthening of health systems to reach this goal (WHO, 1978). However, the 
principles of Alma Ata lost prominence and over the years much more attention and 
funding has gone to the fight against specific diseases such as HIV/AIDS and malaria 
rather than to health system strengthening. As illustrated in figure 1-1, Development 
Assistance for Health (DAH) has increased a lot since 1990, but the large majority of 
                                                   
1 Throughout the PhD, I will still use the term ‘donor’ when referring to the Western countries engaging 
in international health assistance, as it is the most commonly used term by scholars and practitioners 
in development cooperation. However, I am aware that the word ‘donor’ may have a problematic 
connotation, as it could reinforce the hierarchical relationship in 'development partnerships'. 
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additional funding has been going to the fight against specific diseases, with HIV/AIDS 
being the most important one. Furthermore, these investments have often been 
implemented with limited state involvement, but through setting up parallel systems. 
These disease-specific, parallel investments have certainly been successful. For 
example, worldwide, the number of AIDS-related deaths declined from a peak of about 
1.9 million in 2005 to around 1.0 million in 2016 (The Lancet, 2017). This was largely 
due to a scale-up in treatment, as for the first time more than half of the people 
diagnosed with HIV were estimated to be on treatment in 2016. Nevertheless, huge 
challenges remain. The Ebola epidemic brutally demonstrated the consequences of the 
lack of a functional health system. Furthermore, much more casualties do not even 
make it to Western newspaper headlines: in 2015, about half a million children under 
the age of five died from diarrhoea (GBD Diarrhoeal Diseases Collaborators, 2017) and 
more than 300,000 women died during and following pregnancy and childbirth 
(Alkema et al., 2016) .  
Figure 1-1: Development Assistance for Health 1990-2016, distributed by focus area 
(IHME, 2018) 
 
Despite the dominance of disease-specific, parallel approaches, the spirit of Alma Ata 
did not entirely disappear. Over the years, academics and policy makers have 
increasingly stressed the limitations of these approaches, pointing at the need for 
investments in HSS. Among them are the European Union (EU) and its Member States, 
which have been important donors of international health assistance (IHA). Although 
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their relative importance has been declining due to the impressive increase of 
development assistance for health (DAH)2 from the USA and private philanthropy, the 
EU and its Member States are still responsible for about a quarter of all DAH (IHME, 
2018). Within their policy documents, European donors have claimed to focus a lot on 
strengthening health systems instead of having a narrower focus. Furthermore, they 
have stressed the importance of state involvement and principles such as ownership 
and alignment.  
Nevertheless, little is known about how this support for HSS in policy documents 
translates into concrete policies at country-level. Furthermore, as development 
cooperation is a shared policy between the EU and its 28 Member States, it remains 
unclear to what extent European donors are sharing a similar approach on this theme. 
In line with ongoing coordination efforts in EU development policy, the EU has 
increasingly been trying to create an EU approach towards IHA since the early 2000s. 
This culminated in 2010 when the European Commission made proposals to enhance 
the role of the EU in global health and the Council adopted conclusions on the EU Role 
in Global Health (Council of the European Union, 2010; European Commission, 2010). 
These documents seem to prioritize HSS, but to date it has not been investigated what 
this implies for all European donors. Consequently, this PhD dissertation focuses on 
the stance of European donors3 towards HSS, by investigating and comparing the 
approaches of European donors in IHA. 
The remainder of this introductory chapter will proceed as follows. In the next section 
(1.2), I position the research and clarify the research questions. In section 1.3, I explain 
the empirical focus, by elaborating on the different empirical settings (the 
headquarters (HQ) level, the DRC, Ethiopia, Mozambique, Uganda and the Global Fund) 
and the time frame. Section 1.4 discusses the research approach and methods and in 
section 1.5, the structure of the entire dissertation is explained.  
1.2  Positioning the research 
The central theme of this PhD dissertation concerns European aid and HSS. The 
research builds on and contributes to two debates which are pertinent for both 
                                                   
2 Within this dissertation, the term international health assistance (IHA) is used as a descriptive term 
for the assistance provided by donors to the health sector of developing countries (cf. general 
development assistance). The term development assistance for health (DAH) is used to refer 
specifically to the quantity of assistance provided (cf. official development aid (ODA)). 
3 Within this dissertation, the terms ‘European donors’ and ‘EU donors’ are used interchangeably. As 
the empirical research focused on the approaches of the EU institutions, 11 EU Member States and 
Switzerland, the commonly used term is ‘European donors’. However, when I explicitly refer to the 
donors which are part of the EU (the EU institutions and its Member States), I use the term ‘EU donors’. 
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academic scholars and policy-makers: the debate on HSS in IHA and the debate on 
‘European’ development cooperation. In the next sections, I will outline these two 
debates (1.2.1 and 1.2.2), introduce the research question and indicate how this 
question is linked to the two debates (1.2.3). Afterwards, I will reflect shortly on the 
distinction between ‘international health’ and ‘global health’ and on how I position my 
research in relation to these two concepts (1.2.4). 
1.2.1 The debate on health system strengthening  
A longstanding debate in IHA is the one on vertical and horizontal approaches. The 
vertical approach implies that funding and attention are mainly going to disease-
specific interventions. This often involves setting up parallel donor structures that 
focus specifically on that disease. The advantage of this vertical approach is that it 
delivers quick, visible and measurable results. Within the horizontal approach, the 
focus is on strengthening basic health care needs and the wider health system. This 
often implies supporting and strengthening the existing health system structures. It is 
claimed that this is more sustainable in the long term, but on the other hand it is also 
more abstract, as the results are more difficult to measure. The past decades have 
shown a continuous debate on the advantages and disadvantages of both approaches 
(e.g. Atun, Bennett, & Duran, 2008; Gonzalez, 1965; Mills, 1983, 2005; Travis et al., 
2004; Uplekar & Raviglione, 2007). 
Since the 2000s, this debate has received renewed attention, as an unprecedented 
growth of new actors have dramatically changed the scene of global health. Several so-
called Global Health Initiatives were created, such as the Global Fund to fight HIV/AIDS, 
Tuberculosis and Malaria, the Global Vaccines Initiative (GAVI) and the US President's 
Emergency Plan for AIDS Relief (PEPFAR). Although these ‘vertical’ initiatives have 
initially been lauded for massively increasing the resources for priority diseases, their 
arrival also reinvigorated the long-standing debate on vertical and horizontal 
approaches. Critics stressed the unintended negative consequences of the Global 
Health Initiatives on health systems of poor countries, by fragmenting the health 
system and distorting recipient countries’ national policies (e.g. Biesma et al., 2009; 
Buse & Harmer, 2007; Samb et al., 2009). On top of that, there was a realization that 
the health Millennium Development Goals (MDGs) could never be reached without 
strong health systems (Travis et al., 2004). Consequently, there has been a growing 
consensus among scholars and policy makers on the need for HSS since 2005 (Frenk, 
2010; Hafner & Shiffman, 2013).  
As mentioned in section 1.1, this growing consensus was further enhanced by the 
debates following the Ebola outbreak in 2014-2016 in Western-Africa. The situation in 
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Guinea, Liberia and Sierra Leone brutally demonstrated that a functional health system 
is needed to be able to fight such outbreaks (Gostin, 2014; van de Pas & van Belle, 
2015). The debate on HSS is also linked to the concept of Universal Health Coverage 
(UHC) which became the new buzzword in global health in recent years. UHC implies 
that everyone has the health services they need without causing financial hardship. 
The concept was identified as a priority in a discussion paper on the post-2015 agenda 
from the World Health Organization (WHO) (WHO, 2012) and later became one of the 
nine targets of the health Sustainable Development Goals (SDGs). It has been hailed as 
the most progressive policy objective since Alma Ata (Storeng, Prince & Mishra, in 
press). Following the Ebola epidemic, all actors seem to agree on the importance of 
HSS as part of a broader commitment to UHC as even former sceptics such as the Bill 
and Melinda Gates Foundation and USAID have recently been attaching more 
importance to it (Storeng, Prince, & Mishra, in press). 
However, despite the increased attention for HSS, there is no common understanding 
on what the term exactly entails (Hafner & Shiffman, 2013; Storeng et al., in press). 
Consequently, donors have different interpretations and use different strategies to 
implement it. Moreover, the discursive importance attached to HSS in policy 
documents does not necessarily translate into increased support for HSS at country-
level. Several authors have claimed that HSS is often interpreted and implemented in 
a very narrow, instrumental way, using well-targeted and specific interventions with 
clear, measurable outcomes (Marchal, Cavalli, & Kegels, 2009; Storeng, 2014; van 
Olmen, Marchal, Van Damme, Kegels, & Hill, 2012). This is in strong contrast to a 
broader conceptualization of HSS focused on social, societal and political dimensions. 
While Hafner and Shiffman (2013) consider the focus on HSS since 2005 as a new wave 
of horizontality, Storeng (2014) suggests that the narrow HSS approach of Global 
Health Initiatives as GAVI “has more in common with past waves of verticality” (p. 876). 
The UHC rhetoric once again clearly demonstrates the ‘polysemic nature’ of the 
concept of HSS as its interpretations vary between a comprehensive HSS approach to 
ensure health equity, and a narrow, instrumental interpretation to ensure health 
security (Storeng et al., in press). Consequently, the debate on UHC can be considered 
as the next level of the ongoing debate between vertical and horizontal approaches 
(Greer & Méndez, 2015). 
As will be explained below, by developing an original comprehensive analytical 
framework on IHA approaches and applying this to European donors’ approaches, this 




1.2.2 The debate on ‘European’ development cooperation  
As development cooperation is a shared competency, both the EU and the Member 
States have their own policies towards developing countries. Consequently, there are 
– at least in theory – 29 European donors, which triggers questions among academic 
scholars and policy-makers about European donors’ development cooperation. In 
particular, the debate on ‘European’ development cooperation has focused on (1) the 
differences and similarities between European donors, (2) the distinctiveness of 
European donors and (3) the particular role of the EU itself. These themes have already 
been investigated and discussed when it comes to European development policy in 
general, but also apply to the development cooperation of EU donors in certain sectors, 
including health. In the following parts, I will elaborate on these three themes.  
This PhD research will focus mainly on the first theme, concerning the differences and 
similarities between European donors. Comparative literature on Member States’ aid 
policies is limited but the available research seems to stress the differences between 
the individual European donors. An often made distinction is the one between the 
more progressive Nordic and like-minded countries and the more traditional Southern 
Member States (Bué, 2010; Carbone, 2010). Some case studies have also focused on 
the development policies of individual Member States (e.g. Carbone & Quartapelle, 
2016 on Italian aid; Hoebink & Stokke, 2005 on several donors; Molenaers, 2015 on 
Belgian aid). Nevertheless, EU Member States’ development policies, have not been 
systematically and comparatively analyzed, neither in general, nor with a specific focus 
on the sector level. Also, the question to what extent there are differences between 
EU donors and other European donors such as Switzerland and Norway (which do not 
belong to the EU) has not been researched (an exception is Delputte, Lannoo, Orbie, & 
Verschaeve, 2014). Consequently, this research will contribute to the debate on 
European development cooperation by investigating and comparing the IHA 
approaches of 13 European donors in 6 different empirical settings.  
While this research will mainly focus on the differences and similarities between 
European donors, I will also touch upon two other related themes. One concerns the 
level of ‘distinctiveness’ or ’uniqueness’ of EU donors. This relates to the question to 
what extent there is –despite the differences among them- at least some degree of 
similarity among European donors, making them different from other donors. 
Certainly, there are differences with the emerging donors, which have challenged the 
‘Western’ consensus on international aid when it comes to issues such as political 
conditionality (Carbone, 2011; Kim & Lightfoot, 2011). In addition, the EU is claimed to 
be a ‘normative power’ that pursues ethical principles around the world, and not least 
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towards developing countries (Birchfield, 2011). Consequently, European donors are 
inspired by normative principles in their development cooperation and they have paid 
more attention, for example, to the aid effectiveness principles than is the case for the 
US (Del Biondo, 2015, 2017). Several authors have considered European donors to be 
frontrunners in the aid effectiveness agenda, for example by supporting the use of 
budget support (Carbone, 2007; Koch, Leiderer, Faust, & Molenaers, 2017). 
Nevertheless, more recently Del Biondo (2017) claimed that the gap between the 
European and US approaches is narrowing and Koch et al (2017) described how the 
European support for budget support has decreased over the years. Building on these 
insights on the distinctiveness of the European donors in development cooperation in 
general, my research results will also enable me to discuss to what extent the EU as a 
whole has a distinctive vision on IHA, especially compared to the US. As will become 
clear throughout the dissertation, the different visions on IHA are also closely linked to 
the debate on aid effectiveness and the role European players play(ed) in supporting 
principles such as ownership and alignment.  
A last theme concerns the role of the EU itself. The EU plays a double role in 
development cooperation. On the one hand, the EU is a fully fledged international 
donor, providing development assistance through several funding instruments. On the 
other hand, the EU has also aspired a role as ‘coordinator’ since the early 2000s. 
Without replacing the Member States’ competences, it has aimed to coordinate and 
even harmonize EU development policy by fostering European aims, approaches and 
actions (Bretherton, 2013; Orbie, 2012). However, coordinating EU development 
policies has been challenging, because Member States have often been reluctant to 
make changes in their own development policies and because the EU only possesses 
soft tools. Despite the launch of several documents and initiatives, literature has been 
critical about the realization or existence of true ‘European’ development cooperation. 
Research that looked into the Europeanization of development concluded that the EU 
has had little impact on the development policy of its Member States (Lightfoot & 
Szent-Iványi, 2014; Orbie & Carbone, 2016). In addition, several studies are critical 
about the success of EU coordination efforts (Carbone, 2017; Delputte, 2013; Galeazzi, 
Parshotam, Gregersen, Kokolo, & Sherriff, 2015; Orbie, Delputte, Williams, Steurs, & 
Verschaeve, 2017). Consequently, some authors claimed that the EU should play a 
more pragmatic and feasible role as a 'facilitator' of coordination rather than aiming to 
be a coordinator/harmonizer itself (Delputte, 2013; Orbie et al., 2017). Most of the 
existing studies focus on the EU’s coordinator role in general. By investigating the 
European approaches on health, this research will also provide some new insights on 
how the EU’s coordinator role turns out in practice at sector level.  
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1.2.3 Research questions and contribution to the two debates  
Building on the two debates outlined above, the main goal of this PhD is to get an in-
depth understanding of the European stance in the debate on HSS. Therefore, I will 
thoroughly investigate the IHA approaches of several European donors, with a specific 
focus on the partner country-level.  
The main research focus concerns the approaches, differences and similarities of 
European donor approaches to IHA. Yet, due to the complexity of the theme and the 
specific empirical set-up, I will also touch upon some other puzzles, including 
differences between partner country context, differences over time, differences 
between headquarters and field, and differences between bilateral and multilateral 
assistance. In the conclusions I will also outline a number of factors which might help 
to better understand the findings with regards to the approaches, differences and 
similarities of European IHA approaches. Nevertheless, fully explaining the findings 
goes beyond the scope of the research.  
By answering the research questions, I offer both an empirical and 
conceptual/analytical contribution. Empirically, I contribute to the debate on HSS as 
well as to the debate on the differences and similarities between European donors. In 
the past years, a substantial amount of literature on IHA approaches of donors has 
been published (e.g. Levich, 2015; McCoy, Bruen, Hill, & Kerouedan, 2012; Storeng, 
2014; Tichenor & Sridhar, 2017). However, this literature often focuses on one specific 
actor or on general tendencies among all donors, without making a systematic 
comparison between the approaches of donors. Moreover, while the literature often 
focuses on the ‘new’ actors such as the Global Fund and GAVI, literature that focuses 
particularly on the role of the EU and its Member States is limited. Recently, some 
contributions focused on the role of the EU and some of its Member States in 
international health assistance or global health more broadly (e.g. Aluttis, Krafft, & 
Brand, 2014; Aluttis, Krafft, & Clemens, 2017; Atlani-Duault, Dozon, Wilson, Delfraissy, 
The main research question of this dissertation is: ‘What is the European approach 
to international health assistance?’ In order to answer this question, the following 
sub-questions are formulated: 
1- What are the approaches of European donors towards international health 
assistance? 
2- To what extent are there similarities and differences between European donors 
in this regard? 
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& Moatti, 2016; Emmerling, Kickbusch, & Told, 2016; Gagnon & Labonté, 2013; 
Missoni, Tediosi, Pacileo, & Gautier, 2014; Steurs, Orbie, & Delputte, 2016). However, 
most of these publications have a rather broad scope and do not elaborate in depth on 
discussions about IHA approaches and HSS. While some authors occasionally mention 
‘European donors’ as one entity when discussing the IHA approach of other donors 
(Brugha, 2009; Storeng, 2014), they do not make a distinction between them. 
Furthermore, literature on donors’ IHA approaches often focuses on HQ level and not 
on how policies are translated in concrete IHA policies in developing countries.  
The lack of academic attention for the role of the EU and its Member States in IHA is 
quite surprising given the importance of the EU in development cooperation. As they 
have relatively strong public health systems internally, European donors are often 
thought to use more ‘horizontal’ approaches in their external policies. Storeng (2014) 
talks about a long-established Atlantic fault-line in thinking on health systems, which 
is linked to the competing public health ideologies across the Atlantic ocean. The US is 
by far the biggest bilateral contributor of DAH, but is generally considered to be 
supportive of technology-oriented disease-specific solutions. Furthermore, the 
American interpretation of aid effectiveness principles such as country ownership 
remains much more limited “than is common in international parlance” (Mabbs-zeno, 
2015, p.88). As agency rules constrain the United States Agency for International 
Development (USAID) to contribute to pooled funds, it keeps channeling its funding 
through parallel systems and NGOs. European donors on the other hand are 
considered to promote coordinated public sector aid models, favoring sector-wide 
approaches and budget support models (Brugha, 2009). The Council conclusions of 
2010 on the EU role in Global health even explicitly stated that “the Council calls on the 
EU and its Member States to act together in all relevant internal and external policies 
and actions by prioritizing their support on strengthening comprehensive health 
systems in partner countries” (p.2). Yet, the question remains how European donors 
exactly interpret HSS and how this translates into concrete policies at partner country-
level. While European actors in international health still tend to emphasize the 
differences between their approach and the American one, some authors claim that 
the transatlantic distinction is eroding in favor of a more narrow, technology-focused 
and market-based interpretation of HSS (Storeng, 2014). To examine the European 
approach on HSS in depth, I will investigate and compare the IHA approaches of 13 
European donors in 6 empirical settings, building on a wide range of original empirical 
data.  
Throughout this empirical research, I also make an important conceptual/analytical 
contribution to the debate on HSS, as I developed a new framework to analyze donors’ 
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IHA approaches. The framework builds on the commonly made distinction between 
‘vertical’ and ‘horizontal’ approaches, which was referred to already in part 1.1. 
However, since these terms are just as ‘polysemic’ as HSS, their use is somewhat 
problematic. Consequently, I wanted to offer more clarity and nuance in the debate, 
which is why I developed my own framework to analyze donors’ IHA approaches. The 
framework is informed by existing literature as well as by my own empirical data. Based 
on all this information, I identified two dimensions that I consider to be the most 
important to denote differences in donor’s approaches, namely the (1) the focus of IHA 
and (2) the level of state involvement. The analytical framework will be discussed more 
in depth in chapter 3.  
1.2.4 International health and global health  
In the past decades, ‘global health’ has become a buzzword in policy and academia. 
Several countries and organizations have been developing ‘global health’ policies 
(including the UK in 2008 and 2011, the EU in 2010, Germany in 2013 and France in 
2017) and as calculated by Aluttis (2015, p. 5), there has been an observable increase 
in academic publications on the matter. There is a plethora of definitions of global 
health (e.g. Beaglehole & Bonita, 2010; Campbell, Pleic, & Connolly, 2012; Kickbusch, 
2006; Koplan et al., 2009). Furthermore, global health is often referred to by 
distinguishing it from ‘international health’, referring to a ‘shift’ from the latter to the 
former concept (T. Brown, Cueto, & Fee, 2006; Koplan et al., 2009). Without going too 
deep into this terminological discussion, I will shortly outline my understanding of 
‘international health’ and ‘global health’ and discuss how my PhD research relates to 
both terms.  
Two definitions of global health that are commonly referred to are the following:  
“Global health is an area for study, research, and practice that places a priority on improving 
health and achieving equity in health for all people worldwide. Global health emphasises 
transnational health issues, determinants, and solutions; involves many disciplines within and 
beyond the health sciences and promotes interdisciplinary collaboration; and is a synthesis of 
population- based prevention with individual level clinical care.” (Koplan, 2009) 
“Global health refers to health issues that transcend national boundaries and governments and 
call for actions on the global forces that determine the health of people.” (Kickbusch, 2006)  
These definitions denote two important factors that distinguish ‘global health’ from 
‘international health’. First, the concept of global health has a much broader scope 
than international health. International health is mainly concerned with assisting 
developing countries in fighting infectious diseases and tackling their health problems. 
Global health on the other hand concerns the health impacts of deepened globalization 
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for all countries, including industrialized countries. As it concerns all health themes that 
are of global importance and need a global answer, it is not only about health problems 
in the developing world. For example, it also concerns issues like the worldwide obesity 
epidemic and the role of the food industry in this regard, the impact of trade 
agreements on health, or the debate on intellectual property and access to medicines.  
Second, and related to this broader scope, there is also a difference when it comes to 
the involvement of policy actors. For international health, the main actor is the 
Ministry of Development Cooperation and its administration. For global health, a 
‘whole of a government approach’ is recommended, involving all ministries whose 
policies are somewhat linked with health. It is thus not only about activities within the 
health sector or about health in the context of development and poverty reduction, 
but also about policy initiatives in other sectors which have implications on health 
beyond borders; for example trade or security. Consequently, the policy actors that are 
active in these other sectors play an important role as well.  
Taking into account these two factors, this PhD research is more about international 
health than it is about global health. By focusing on the approaches of European donors 
in international health assistance towards Sub-Saharan Africa, it has a relatively narrow 
scope. If I would have investigated the European donors’ role in global health, I could 
also have looked at other themes and sectors, such as trade agreements or policies on 
intellectual property and how these impact on, for example, access to medicines. 
These themes go beyond the scope of this research. Also in terms of actors, I mainly 
look at the decisions and approaches of policy-makers in the development cooperation 
sector. Nevertheless, ‘global health’ serves as a broader context for my PhD. For 
example, the fact that some countries have developed a ‘global health strategy’ by 
using a ‘whole of a government approach’ might impact on their IHA approach. 
Consequently, I consider this PhD to be about international health, but I understand 
‘international health’ to be part of ‘global health’.  
Lastly, there is a third important element that is highlighted especially in the definition 
of Koplan et al. By stating that global health “places a priority on improving health and 
achieving equity in health for all people worldwide”, they stress the importance of 
societal commitment in global health: across all disciplines that are involved in global 
health, there is a shared focus on improving health globally. In my opinion, there is no 
difference with international health in this respect. However, the fact that both 
international and global health imply a strong societal commitment also has important 
implications for normativity in doing research on the matter. I will zoom in on this issue 
in point 1.4.4.   
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1.3 Empirical demarcation 
It would have been unfeasible to research all European donors’ health assistance 
towards the whole developing world through all channels and at all times. 
Consequently, I had to narrow down the focus. Therefore, this section motivates and 
elaborates on the empirical settings in which the approaches of selected European 
donors were analyzed (1.3.1) and on the time frame of the research (1.3.2).  
1.3.1 Empirical settings 
As illustrated in table 1-14, this dissertation will discuss the IHA approaches of (a) 13 
European donors (the EU, France, UK, Belgium, Flanders, the Netherlands, Sweden, 
Denmark, Ireland, Italy, Spain, Switzerland and Germany) in (b) 6 empirical settings (the 
headquarters level, the Democratic Republic of Congo (DRC), Ethiopia, Mozambique, 
Uganda and the Global Fund).  
Table 1-1: Overview of empirical settings 
 EU FR UK BE FL NL SE DK IE IT ES DE CH 





DRC x x x x   x       
Ethiopia x  x   x   x x x   
Mozambique   x  x x  x  x x   x 
Uganda   x x  x x  x x    
The Global Fund x x x x    x    x  
The 13 European donors concern the EU itself, 10 EU Member States, Flanders (a 
federated entity of Belgium) and Switzerland. These are the European donors that have 
financed the most DAH over the past years (see chapter 2). While Switzerland is not 
part of the EU, I decided to integrate it in the analysis as well, as it shares a similar 
history with the EU donors in the health sector of Mozambique and has been playing a 
very important role in the pooled fund PROSAUDE. Furthermore, related research at 
the Centre for EU Studies already suggested that Swiss development cooperation 
policy is relatively ‘Europeanized’ (Delputte, Lannoo, Orbie, & Verschaeve, 2014). As 
the referendum on the Brexit took place in the middle of my research and as it is not 
                                                   
4 The codes of the different donors stand for European Union (EU), France (FR), United Kingdom (UK), 
Belgium (BE), Flanders (FL), the Netherlands (NL), Sweden (SE), Denmark (DK), Ireland (IE), Italy (IT), 
Spain (ES), Germany (DE) and Switzerland (CH). 
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clear yet what this will imply for the development cooperation policies of the UK and 
the EU, the UK is considered an EU Member State as any other in this dissertation. Due 
to practical limits, not all Member States’ approaches are being discussed in every 
empirical setting. This will be explained in greater detail in the following paragraphs. 
The first setting concerns the European donors’ approaches at HQ level. Within this 
part I discuss the relative importance of health in donors’ development cooperation 
policy, the priorities within the health sector, the choice of partner countries as well as 
certain tendencies over the past years. The analysis is mainly based on policy 
documents and aid figures, which is why it was feasible to focus on all 13 European 
donors. While certainly important, this context is not the main focus of the PhD as it 
serves as a broader context for the other two, more specific empirical contexts. 
The next group of empirical settings is the core of this PhD and concerns the bilateral 
cooperation of European donors in 4 partner countries in Sub-Saharan Africa. As 
mentioned earlier, existing research on IHA approaches or on European donor aid 
policies often lacks empirical underpinnings, as it only includes empirical data that are 
relatively easily accessible, such as general policy documents and interviews at HQ 
level. Consequently, little research focuses on how policies formulated at HQ level are 
actually being translated in a concrete partner country context. The scholarship of 
VLIR-UOS-VLADOC, which included specific funding for field research, allowed me to 
fill this gap.  
I focus on Sub-Saharan Africa as this continent suffers the most from health problems 
and receives most DAH from (European) donors (IHME, 2018). Specifically, I examine 
European donors’ approaches in the DRC, Ethiopia, Uganda and Mozambique. It is 
appropriate to map and compare the existing approaches of donors in these four 
different partner countries for two main reasons. First, this makes it possible to analyze 
how different donors are reacting in the same country. As will become clear in the 
country chapters, there are considerable differences between the partner countries 
(see annex 1), as well as differences in the way donors are reacting to certain changes 
in the situation within the partner countries. Second, it is interesting to see how a 
certain donor is behaving in different partner countries and to what extent some 
general trends about this donor’s approach can be observed across these countries. 
The choice for these four countries is based on several criteria. A rather pragmatic 
reason is that I had to choose between the 20 partner countries of my funding 
organization VLIR-UOS-VLADOC, which includes 10 African countries: Burundi, the 
DRC, Ethiopia, Kenya, Morocco, Mozambique, Rwanda, Tanzania, Uganda and South 
Africa. To choose between these 10 countries, three additional criteria were taken into 
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account. First, at least five European donors assigned health as a focal sector (infra) of 
their bilateral aid in these countries. Consequently, by focusing on these four countries, 
a maximum amount of European donors’ approaches could be analyzed. Moreover, 
most Member States are active in the health sector of at least two of the four countries, 
which makes it possible to compare donors’ approaches in different contexts. Second, 
I took into account the presence of the EU delegation in the health sector. Based on 
the initial research in the DRC and Ethiopia, the presence of the EU delegation seemed 
to play a role in the coordination of (European) donors in the health sector and 
consequently in the creation of a sort of 'European' approach. To investigate this 
further, I decided to focus on 2 countries where the EU itself is not in the health sector, 
to see whether this makes a difference. Third, the political and security situation was 
taken into account. Initially, Burundi was identified as an interesting potential partner 
country, as both the EU delegation as well as 5 other European donors are present 
there. However, given the difficult political and security situation over the past years, I 
decided not to select it. Not only would it be difficult to go there, but donors’ 
approaches would also be firmly influenced by the situation and would therefore differ 
from the approaches in a ‘normal’ situation.  
In the partner countries, I focus on those donors that assigned health as a focal sector. 
This implies that they have specific documents which elaborate on their health 
assistance and that there is staff responsible for this sector in the local delegation, who 
are also attending the coordination meetings in the country. Consequently, by 
analysing the policy documents as well as the self-perceptions and external 
perceptions of these donors, it is possible to discuss these donors’ IHA approach5.  
While taking into account the above mentioned reasons to select the partner 
countries, the selection also has some limitations. In none of the four countries, 
Germany (which is an important donor in global health) identified health as a focal 
sector. Another limitation is that some donors (France, Switzerland and Denmark) 
were only present in the health sector of one of the four countries which limited the 
scope for comparison between different contexts. While these limitations are 
unfortunate, they do not undermine the overall value of this research. By focusing on 
the HQ level and –except for Switzerland- the collaboration with the Global Fund 
(infra), I was still able to discuss some general trends.  
The last empirical setting concerns the multilateral cooperation via the Global Fund to 
Fight HIV/AIDS, Tuberculosis and Malaria (hereafter ‘the Global Fund’). While this was 
                                                   
5 When health is not a focal sector, donors can still finance certain (often small) projects in the health 
sector (for example through NGOs). However, I only look at those donors who identify it as a priority. 
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not the intention initially, I decided to include this setting, as it appeared to be a very 
relevant theme during the field research on the bilateral assistance (infra). The EU and 
several of its Member States have played an important role in the development of the 
Global Fund and have been contributing considerable amounts of money to it. 
Consequently, I investigate the relation between the European donors and the Global 
Fund, with an explicit focus on the debate on HSS.  
For this third context, I mainly focus on 6 EU donors: the European Commission, the 
UK, France, Germany, Denmark and Belgium. This selection includes the biggest 
European contributors to the Global Fund as well as some smaller donors which 
(deriving from the research in the other empirical settings) appeared to have a clear 
vision on international health assistance. In addition, these six EU donors together 
cover all the five European constituencies within the Global Fund.6  
1.3.2 Time frame  
The general timeframe of this PhD research is the period after 2000. As explained 
earlier, several changes have taken place in IHA since the start of the new millennium; 
the level of DAH has increased tremendously, and several new actors entered the 
scene of global health. This has led to a renewed attention for the debate on IHA 
approaches. Since 2005, there seems to be a growing consensus on HSS. However, the 
debate on HSS is still ongoing today given that (1) there are different interpretations 
of the concept and (2) a gap remains between the rhetorical support for HSS and the 
amount of funding actually going to it. The changes in IHA and the debate on HSS also 
coincided with coordination efforts in the EU’s development policy. Observers referred 
to “a new season” (Carbone, 2008) or a “metamorphose” (Bué, 2010, p. 43) of 
European development policy since the turn of the millennium, defining a period 
during which coordination became a central principle. Also when it comes to IHA more 
specifically, there has been an increasing focus on coordination since the early 2000s, 
which in general culminated in 2010 when the European Commission and the Council 
defined the EU role in global health.  
However, the limited time frame of the PhD research and the reliance on interviews as 
one of the major sources of data makes that the main findings relate to a shorter period 
of time. For the 4 partner countries, interviews were conducted at a specific moment 
                                                   
6 EU donors are represented at the Global Fund through their presence in the board, which consists of 
28 constituencies: 10 donor constituencies, 10 implementer constituencies and 8 non-voting 
members. The EU donors are spread among 5 constituencies: (1) the European Commission, Belgium, 
Italy, Portugal and Spain, (2) France, (3) Germany, (4) the United Kingdom and (5) the Point Seven 
constituency (Denmark, Norway, Ireland, Luxembourg, Netherlands, and Sweden). 
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in time, during 4 fieldwork trips in November-December 2015 (the DRC and Ethiopia) 
and March-April 2017 (Uganda and Mozambique), as well as additional Skype 
interviews in early 2017 with respondents in the DRC. The research on the Global Fund 
built on interviews conducted during the field trips in 2015 and 2017 as well as 
additional interviews conducted in May-June 2017. The interviews focused mainly on 
the donors’ approaches at that time. However, the approaches are also bound to the 
specific processes which have taken place in the specific context. Respondents often 
referred to certain events, discussions and changes over the past years, which have 
been taken into account in the analysis as well. As will be discussed in country chapters 
on Uganda and Mozambique, there has been a ‘turning point’ after which several 
donors have changed approaches. In Ethiopia and the DRC, there were no particular 
changes in approaches over the past years.  
Policy documents proved to be a valuable additional source of data, as it was possible 
to look at documents that covered the period during which field work took place, as 
well as documents that covered earlier periods. Yet, the timeframes of these policy 
documents differ between donors. Consultancy studies and other grey literature also 
proved to be valuable to trace back the discussions and changes of IHA in the partner 
countries in the years before the field trips.  
In sum, although the findings for each country are context- and time- bound, my 
research approach still enabled me to arrive at more general findings which point at 
certain tendencies in European donors’ approaches since the early 2000s.  
1.4 Research approach and methods 
This section discusses the research approach and the methods which were used during 
the research process. First, I explain and motivate my abductive research approach 
(1.4.1), after which I will provide a description of the 4-year research process (1.4.2). 
Thereafter, I discuss the main methods, which include semi-structured interviews, 
document analysis and descriptive statistical analysis of aid data (1.4.3). Lastly, I end 
with some reflections on normativity (1.4.4).  
1.4.1 Abductive research approach 
The research for this PhD dissertation was conducted abductively. Abduction stems 
from the pragmatist research tradition, which advocates for problem-driven and 
complexity-sensitive research (Cornut, 2009). Abductive research often starts from a 
‘puzzle’. This puzzle emerges ‘from the field’, or more precisely from a tension between 
the expectations a researcher (based on prior knowledge) brings to the field and what 
they observe in a certain empirical setting (Schwartz-Shea & Yanow, 2012). Abduction 
17 
 
reasons at an intermediate level between deduction (where a fixed framework is 
imposed) and induction (where findings are built from the empirics) (Friedrichs & 
Kratochwil, 2009). While both deduction and induction are often described as 
following a linear, ‘first this, then that’ logic; abduction follows a more cyclical research 
process (Schwartz-Shea & Yanow, 2012). It involves a continuous interaction between 
theoretical and empirical research, whereby literature review, data generation, data 
analysis and research design mutually influence each other. As described by Agar 
(2010), the key question in abductive research is not “what is the research plan?”, but 
rather “how do I start?” and afterwards “what am I going to do next?”.  
Building on the arguments of Delputte & Orbie (2018), there are three main reasons 
which justify why abduction is a suitable research strategy for my specific research. 
First, abduction allows me to capture the complexity of the research topic. The focus 
on the EU and its Member States in development cooperation poses some challenges, 
as it concerns a complex composition of actors. There is a complex interplay between 
all European donors, with the EU itself having the most ‘ambiguous’ role. What makes 
it even more complicated is that European donors are also interconnected with 
multilateral organizations and several implementing organizations (mainly NGOs). 
Another feature that adds to the complexity is that my topic is linked to both political 
sciences and health sciences. Consequently, the research is influenced by several 
strands of literature that are not necessarily written in a similar language. Second, 
there is little theoretical knowledge on my research topic thus far. Literature on 
international health assistance approaches is more concept-driven than theory-driven 
and often focuses on specific case-studies. The issue of interdisciplinarity also poses 
some challenges with regards to bridging the existing literature and concepts in several 
disciplines with each other. Third, working abductively allows me to improve the policy 
relevance of my research, as abduction-driven research is generally more concerned 
with practical and policy relevance than with theoretical consistency.  
1.4.2 Description of the research process 
Abduction is not ‘new’, as a lot of researchers are actually working abductively. 
However, few are willing to admit it because of the “organized hypocrisy of positivism” 
(Friedrichs & Kratochwil, 2009, p. 710). Research is often presented as theory-driven, 
following the “stylized steps of hypothesis formulation, testing and so on” (Ibid., p. 
710), while in practice the process has developed in a more chaotic way. Only in 
retrospect can the researcher describe this chaotic learning process in a patterned way 
(Schwartz-Shea & Yanow, 2012). Indeed, the abovementioned information about the 
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positioning and empirical focus of this PhD research might seem quite logical, while it 
has actually been the result of a less linear process.  
I do not want to plea against writing in a structured, patterned way. For 
understandable reasons including word-limit, one cannot explain the entire underlying 
research process in academic publications; you just have to present your argument in 
a convincing way. Yet, within this PhD dissertation there are no such word-limits. In 
this part, I therefore attempt to give an ‘honest’ description of the four-year abductive 
research process. As will become clear, the focus of the research has constantly been 
refined. Themes that were initially thought to be the core focus became side tracks, 
and at the same time some small side tracks in the end became more important. This 
description will also help to better understand some of the choices made. The whole 
description is inspired by the ‘5 abductive steps’ described in the chapter of Delputte 
& Orbie (2018). 
During a first ‘explorative phase’ of about 14 months, I aimed to assemble some broad 
insights about European donors and IHA. I conducted a literature study on a wide range 
of issues related to EU development cooperation and the EU’s role in global health and 
IHA. In particular, I got familiar with the main concepts in IHA, including international 
versus global health and vertical versus horizontal funding approaches. In this 
explorative phase, I also attended several meetings of the Global Health Policy Forum7 
in Brussels. Furthermore, explorative interviews were conducted with policy makers in 
Brussels. This resulted in a reflection on the importance of the Ebola outbreak (Steurs, 
2015, see annex 3a), an article on Belgium’s policy on global health (Steurs et al., 2016, 
see annex 3b), an article on the global health frames within policies of the EU and its 
Member States (Steurs et al., 2018, see annex 3c). Nevertheless, recognizing the 
comprehensiveness of ‘global health’ and having a specific interest in what happens at 
country-level rather than in analyzing HQ policies, I decided to narrow down my focus 
to IHA specifically. Later, in November and December 2015, I ‘jumped’ into the empirics 
by undertaking explorative field research in the DRC and Ethiopia to conduct interviews 
with policy makers. The interviews mainly related to two broader themes, namely (1) 
the substance of IHA policies of European donors and (2) the level of coordination 
among European donors with regards to this theme.  
                                                   
7 The Global Health Policy Forum brings together several stakeholders (the EU institutions, NGOs, 
international organizations, academia and industry) to exchange information and discuss a wide range 
of global health issues. The forum is coordinated by DG SANTE, DG RTD, DG DEVCO and a coalition of 




At the end of this explorative phase, I wrote down my findings on the DRC and Ethiopia 
in a draft paper. I particular, several insights were acquired:  
 All donors were claiming to do HSS, but interpretations of this concept 
differed considerably. Most European donors seemed to have a broader 
interpretation of the concept than other donors.  
 The distinction between vertical and horizontal approaches seemed to be 
somewhat problematic, as donors have a large variety of approaches that do 
not fit neatly within the dichotomy.  
 In both countries, European donors actively participated in donor-wide 
coordination on health, but there was little or no additional coordination 
among EU donors only in the health sector. 
 Lastly, several interviewees stressed the fact that European donors are also 
contributing a large amount of funding to multilateral organizations, 
including the Global Fund and GAVI.  
After the field research, I entered a new phase of the process, which could be named 
the phase of ‘problem definition’ (Delputte & Orbie, 2018). Although the insights of the 
explorative phase had led to some vague expectations, there was still a lot of 
uncertainty. Given this uncertainly, this phase is often characterized by the 
consultation of certain specific fields of literature that helps to connect the 
observations with existing concepts/insights. Accordingly, I started to read more in 
depth about IHA approaches, with a specific focus on the recent literature on HSS, aid 
effectiveness and literature on IHA that goes beyond the vertical-horizontal debate. I 
decided to focus mainly on the debate on HSS and the role of European donors in this. 
While I still to a minor extent engaged with it throughout the research, the topic of EU 
coordination became less of ‘a core issue' than initially thought. This decision was 
linked to the observation during field work that there appeared to be relatively little to 
research.  
Accordingly, I slowly entered the third phase of my research: the formulation of 
research questions. I decided to focus on the general research question ‘How do 
European donors contribute to HSS in Sub-Saharan Africa?’ (which has latter been 
slightly adapted to the research questions mentioned at page 6). The third phase is 
closely linked with the fourth, the analytical phase, in which the topic is approached in 
a more systematic way by describing and/or explaining the phenomenon in a more 
rigorous manner (Delputte & Orbie, 2018). This analysis can be inspired by theoretical 
insights derived from both empirics and literature and often includes the development 
and application of an analytical framework. As the formulation of research questions 
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and the analytical phase developed quite simultaneously, I discuss them together in 
the next paragraph.  
At that time, it was still the idea to focus mainly on the bilateral assistance in partner 
countries. To describe this more systematically, I created an analytical framework 
based on the literature as well as my findings in the DRC and Ethiopia. The 
development of the framework and the application of it to the context in the DRC and 
Ethiopia advanced simultaneously. Afterwards, I considered the option of returning to 
the DRC and Ethiopia to substantiate my findings. However, as the political and security 
situation in both countries was worsening at that time, I decided not to do this. In the 
context of another study on donor coordination, I nevertheless did some follow-up 
interviews via Skype with respondents in the DRC in December 2016 and May/June 
2017, during which I also asked specific questions on my PhD research. In March and 
April 2017, I went to Mozambique and Uganda, to substantiate my findings by 
investigating European donors’ IHA approaches in other empirical settings. Similarly to 
the DRC and Mozambique, also in these countries European donors used to have a 
relatively comprehensive approach with a high level of state involvement, as they used 
to contribute to sector budget support (in Uganda) and a pooled fund (in 
Mozambique). However, due to several reasons, some European donors changed their 
approach in the past years to a more targeted approach with a lower level of state 
involvement. After the field research, I wrote down my findings about European 
donors’ approaches in Uganda and Mozambique in a draft paper. In addition, these 
findings also helped me to refine and improve the analytical framework. Lastly, I 
consulted some additional literature to better understand the changing approaches of 
European donors. For example, I consulted several publications on the increasing 
importance of the ‘value-for-money’ and ‘saving lives’ approach. Nevertheless, in 
consultation with my supervisors, it was decided that the provision of a full explanation 
of European donors’ approaches went beyond the scope of my research.  
During the research on the bilateral assistance, I also started thinking about adding a 
'side-track' to my research, by focusing on the relationship between EU donors and the 
Global Fund. In the end, this side-track became quite important and the development 
of this research comes close to a text-book example of ‘abduction’. It started with an 
interesting puzzle that was observed during field work in the DRC and Ethiopia. During 
the interviews in these countries, several people working for European donor agencies 
expressed frustrations about the Global Fund’s negative impact on partner countries’ 
health system. Some people were very explicit about the way the Global Fund has been 
undermining the efforts of European donors on health system strengthening. This 
seemed quite puzzling for me, as EU donors themselves are contributing to the Global 
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Fund. Consequently, I wanted to understand why EU donors – who claim to be strong 
supporters of HSS – contribute a substantial part of their DAH through the Global Fund, 
which has been criticized for its disease-specific focus. To substantiate my findings in 
the DRC and Ethiopia on the relation with the Global Fund, I also asked about this 
puzzle during the interviews in Uganda and Mozambique. Quite often, interviewees 
even started talking about it themselves. In addition to these interviews in partner 
countries, I did a document analysis of specific policy documents on the Global Fund, 
conducted interviews at the headquarters level (via Skype), delved into specific 
literature on the Global Fund and engaged in a descriptive statistical analysis of the 
trends on the DAH of European donors and the Global Fund. This resulted in an article 
which was submitted to Development Studies Research in February 2018.  
Having focused on four partner countries and the Global Fund, I ended up with a wide 
variety of empirical contexts. While working on these chapters, I often referred to 
policy decisions at the headquarters level, for example the decision of the Netherlands 
to focus only on sexual and reproductive health and rights (SRHR) or the decision of 
France to focus primarily on multilateral assistance in health. Consequently, I decided 
that it would also be feasible to add a specific part on the headquarters policies in my 
PhD dissertation. I started writing this section in January 2018 but I did not have to 
start from scratch, as I had consulted most of the policy documents and related 
literature already to prepare for field research. In addition, I also wanted to include 
some numerical data in this chapter. While looking into the numbers for the Global 
Fund Paper, I had discovered the database of the Institute for Health Metrics and 
Evaluation (IHME). This institute publishes annual series on global health spending and 
health financing and its database is publicly available. This database proved to be very 
useful to conduct a descriptive statistical analysis of DAH for all empirical contexts, and 
especially the chapter on the headquarters policies.  
In December 2017, I decided upon the final structure of this dissertation and wrote a 
draft introduction. In the following months, I finalized the analytical framework, 
decided upon the final structure of the country chapters and rewrote the earlier drafts 
to fit this structure. In addition, we received a review of the article on the Global Fund, 
which resulted in a new version which took into account the valuable comments and 
suggestions of the anonymous reviewers. Building on these empirical chapters, I 
entered the fifth and final phase of the research process, during which I wrote down 
the main insights about European donors’ approaches on IHA and suggested some 




My research is of explorative nature and aims to provide an in-depth analysis of 
European donors’ approaches in IHA. Consequently, data was generated and analysed 
through a mixture of research methods. The research has been mainly qualitative, 
making use of semi-structured interviews and document analysis. Nevertheless, I also 
included a small quantitative part, by conducting a descriptive statistical analysis of the 
DAH of European donors. In what follows, I will discuss the methods used here in 
greater detail.  
Interviews 
The first qualitative data technique was semi-structured expert interviewing, which has 
been particularly useful for gathering the views and perceptions of different actors 
working in a variety of empirical contexts. Table 1-2 provides an overview of all the 
interviews. In total, 123 semi-structured interviews were conducted with 123 different 
respondents, either face-to-face or through Skype. Most interviews were conducted 
with only one person. However, at the request of the respondents, six interviews were 
conducted with two persons (from the same organization) and one interview with 
three persons (also from the same organization) at the same time. In addition, seven 
respondents were interviewed twice and one respondent three times. Lastly, in 
addition to the 123 face-to-face or Skype interviews, extra information was gathered 
through 4 follow-up e-mails.  
In 2015, 13 interviews were conducted at the headquarters level with people from the 
European Commission, the Belgian and Flemish government and administration and 
Belgian NGOs. While most of these interviews mainly served as data for an article on 
Belgium’s policy on global health (Steurs et al., 2016), they also proved to be very useful 
to identify and to get familiar with the most prominent debates, concepts and themes 
relating to European donors and international/global health.  
Most interviews were carried out at country level. Here, the majority of respondents 
were representatives from European donor agencies and non-European donor 
agencies which were active in the health sector. In addition, I also wanted to include 
local external perspectives on European donors, which is why I conducted interviews 
with representatives of the Ministries of Health (MOH), respondents from civil society 
organizations (CSOs) and some local academic researchers. Not only did this result in 
additional external perspectives, these interviews also proved to be very useful for 




Table 1-2: Overview Interviews 
  Number of interviews and 
interviewees 
Location of the interviews Description of the interviewees 
HQ-level March-October 2015 13 explorative interviews with 
14 respondents (1 interview 
with two people)  
12x face-to-face in Brussels/Ghent  
1x interview via e-mail 
3 policy makers at the European Commission, 7 representatives 
of the Belgian and Flemish government and administration, and 4 
CSO representatives 
 December 2016 & May/June 
2017 
9 interviews 9x Skype/telephone 6 European donor representatives, a former European 
Commission official, an academic researcher and a staff member 
of the Global Fund secretariat 
DRC November 2015 
 
26 interviews with 28 
respondents (2 interviews with 
two people and 1 respondent 
was interviewed twice) 
3x face-to-Face in Brussels/Ghent 
1x Skype 
22x face-to-face in Kinshasa  
 
9 European donor representatives, 2 former European donor 
representatives, 17 external perspectives (8 non-European donor 
representatives, 3 MOH representatives, 3 CSO representatives, 2 
academic researchers, 1 secretary of the donor coordination 
group) 
 December 2016 & January-May 
2017 
11 interviews8  
 
 
(2 follow-up e-mails) 
11x Skype/ telephone 7 European donor representatives, 3 non-European donor 
representatives and 1 secretary of the donor coordination group 
 
(follow-up e-mails with European donor representatives) 
Ethiopia November-December 2015 19 interviews with 20 
respondents (1 interview with 2 
people) 
19x face-to-face in Addis Ababa  8 European donor representatives, 12 external perspectives (8 
non-EU donor representatives, 3 MOH representatives) 
Uganda March 2017 21 interviews with 22 
respondents (1 interview with 2 
people)  
21x face-to-face in Kampala 11 European donor representatives, 11 external perspectives (6 
non-EU donor representatives, 3 MOH representatives, 2 
academic researchers) 




January 2017 & April 2018 
24 interviews with 27 
respondents (1 interview with 3 
persons and 1 with 2 people)  
 
(2 follow-up e-mails) 




12 European donor representatives, 15 external perspectives (7 
non-EU donor representatives, 1 MOH representative, 4 CSO 
representatives, 2 academic researchers) 
 
(follow-up e-mails with European donor representatives) 
                                                   
8Six of these interviews concerned follow-up interviews with respondents who were already interviewed in 2015.  
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About half of the interviewees were identified already before the field visits. Some of 
the donor representatives could be easily identified via the organizations’ websites, 
policy documents or prior studies in which contact details were displayed. However, 
this information was not publicly available for all donor organizations. Through initial 
contact with some of the donor representatives, I obtained the list of members of the 
health coordination groups for the DRC, Mozambique and Uganda, which proved to be 
very useful as this included the contact details of all donor representatives. Within 
Mozambique, none of the donors could or wanted to provide me with the full list of 
donor representatives, which is why I had to identify and seek access to most 
respondents during the field research. Within the development agencies, I had an 
interview with (one of) the policy officer(s) who was specifically responsible for the 
health sector. Occasionally, I also had an additional interview with the Head of 
Cooperation or a Health Technical Program Officer, who could respectively provide 
some wider or more detailed information. Access to partner countries’ MOH 
representatives proved to be quite difficult. I wanted to speak with some of the officials 
who are in close contact with donors in their daily job activities, which are often 
employees of the planning department. To be able to conduct interviews with them, 
access had to be negotiated during the stay in the country, often facilitated by donor 
representatives. Lastly, the contact with some representatives from CSOs and local 
academic researchers was facilitated through people within my personal network in 
Belgium (e.g. people from the International Centre for Reproductive Health and from 
the Institute of Tropical Medicine), or through other respondents within the country. 
Once the interviewees were identified, they were invited for an interview through e-
mail. For the people that were identified before, this happened already a few weeks 
before departure, which resulted in some appointments for the first days of my field 
visit. Several other people were contacted during the field visit itself. In case of non-
response (which was very often the case), a reminder e-mail was sent. In case they still 
did not respond, I tried to reach them over the phone. For some people that appeared 
very difficult to reach, the help of other interviewees ultimately facilitated access. In 
the end, I was able to speak with the vast majority of people I wanted to9.  
The research on the Global Fund was also informed by data obtained through semi-
structured interviews. As stated before, the research on the Global Fund built on 
several interviews with donor representatives in the four partner countries. During 
these interviews, the perception of and relations with the Global Fund appeared to be 
                                                   
9 There were only two exceptions: despite repeated requests, I did not manage to speak with the staff 
working for the Spanish delegation in Mozambique, nor with the staff of the Global Fund team of DFID.  
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an important topic. To obtain more specific information, 8 additional interviews were 
conducted with EU and Member States officials who are closely involved in their 
country’s relations with the Global Fund, a former European Commission official, a staff 
member of the Global Fund secretariat and an academic researcher. The contact 
details of EU and Member States officials who follow-up the Global Fund were found 
online. I was referred to the person at the secretariat and the academic researcher by 
other people.  
With the exception of a few respondents which did not want to be recorded, all 
interviews were recorded on audiotape and fully transcribed. While the transcription 
was a very time-consuming task, it proved to be very valuable in the later phases of the 
research. The verbatim transcription provided a more complete and accurate 
representation of the interviews than field notes. Moreover, it also appeared very 
often that certain parts of information which did not seem to be that interesting during 
the interview, turned out to be very relevant information in a later stage of the 
research. The interview data were analysed by using NVivo software. This software 
proved to be particularly relevant to bring more structure into the large amount of 
data. ‘Codes’ or ‘labels’ were attributed to text fragments, which allowed to structure 
the large amount of data. In an initial phase, I used codes such as ‘description of the 
Belgian vision’, ‘external perception of the UK’, ‘comparison between European donors 
and the US’, ‘lack of leadership Ministry of Health’, ‘reasons to fund the pooled fund’, 
‘problems pooled fund’, or ‘existing donor-wide coordination’. Later, these codes were 
structured into broader categories, such as ‘donors approaches’ (in which the data for 
each individual donor was grouped in one ‘code’), ‘general ideas on the different 
approaches’, ‘coordination’, or ‘the pooled fund’. These categories helped to structure 
the findings of the draft chapters and to easily find information in the large amount of 
data.  
Document analysis 
In addition to conducting semi-structured interviews, policy documents proved to be 
another important source of data. Table 1-3 provides an overview of the kind of policy 
documents which were used for each setting. Most of these documents were publicly 
available on donors’ websites. Other – more specific – documents were provided by 
interviewees. Nevertheless, there was a large variability between donors in the 
amount of policy documents as well as the depth of discussion within these policy 
documents. For example, not all donors have a global health strategy and some donors 
do not even have a recent strategy on international health assistance. At the country 
level, there also were major differences. For example, the UK publishes a ‘business 
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case’ on each of its health programs in partner countries, in which all choices are 
thoroughly substantiated, while donors such as Italy and Spain do not publish such 
extensive policy documents.  
The documents were analysed through a close and iterative reading. For example, 
when preparing for the field work in the four partner countries, all relevant documents 
(or at least those that were freely available) were already read once before the 
interviews. This way, I could refer to the documents during the interview and ask for 
more clarification on certain issues. Immediately after the field visits, the policy 
documents (including some additional documents which were provided by 
interviewees) were read for the second time, this time taking into account the newly 
acquired insights during the field work. In the last phase of finalizing the country 
chapters, the policy documents were consulted for the last time, which also allowed 
me to make links between donors’ approaches in different empirical settings.  
Table 1-3: Overview of consulted policy documents 
 Policy documents 
Headquarters level -HQ Development cooperation strategies  
-HQ Global health and IHA strategies 
-Other communications from national governments and parliaments 
Partner countries 
 
-Donors’ country-specific development cooperation strategies  
-Documents on donors’ projects/programs in the health sector 
-Policy documents from the partner countries’ Ministries of Health 
-(Joint) evaluation documents on donors’ programs 
-Documents from the health sector coordination platforms 
Global Fund -HQ Global health and IHA strategies 
-Strategic documents from the Global Fund 
Descriptive statistical analysis 
Already quite early in the PhD process, I was searching for numerical data on European 
donors’ DAH to complement my interview data. I focused mainly on the database from 
the Development Assistance Committee of the Organisation for Economic Co-
operation and Development (OECD-DAC), as I considered this database the most 
complete one. However, this database has some limitations: (1) while the database is 
quite well-suited for looking at the total ODA, the numbers at sectoral and sub-sectoral 
level seem to be incomplete and (2) while the health sector is split up into focus areas, 
HSS is not considered to be one of these, which means that the database cannot be 
used to analyze the relative importance of HSS in relation to other issue-specific areas.  
However, while looking into the numerical data for the Global Fund Paper, I discovered 
the database of the Institute for Health Metrics (IHME). This institute publishes annual 
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series on global health spending and health financing and their database is publicly 
available. It is based on the health-specific data provided by the OECD-DAC but 
complements this information with data from other references such as the WHO, 
government and agency budgets and annual reports. Furthermore, they recently 
added HSS as a focus area in the database. For both reasons, the database proved to 
be very relevant for my research. Consequently, it was used to conduct some 
descriptive statistical analysis for all empirical contexts, but predominantly for the 
headquarters level. My colleague Joren Verschaeve has helped me to conduct the 
analysis, and we have also been in contact with the developers of the database to 
double-check and discuss some of our findings. While the IHME database was used to 
calculate most figures, we still used the OECD-DAC database to calculate figures on 
total ODA or on the importance of health in relation to the total sector allocable ODA, 
as this is not possible with the IHME database10. 
1.4.4 Reflections on normativity 
The main aim of this research is to investigate the positions of European donors with 
regard to IHA. In doing so, the focus is on what they are doing, rather than on what 
they should do. Nevertheless, the in-depth analysis on what they are doing has 
unavoidably been influenced by my own normative views on what European donors 
should do. Research in social science is always influenced by certain background 
assumptions of the researcher (Delputte & Orbie, 2018). These assumptions can relate 
to the existing knowledge of the researcher, but also to his/her worldviews or 
ideologies. From the very onset of the research, these assumptions affect the research. 
For example, they influence the choice of a certain research topic, as they 
unconsciously define why a researcher thinks a certain issue or theme is interesting to 
devote his/her attention to.  
As mentioned in part 1.2.4 already, the fields of international and global health share 
a strong societal commitment to ‘improve health globally’, which also has important 
implications for normativity in doing research on the matter. Ooms (2015) has written 
about the importance of normative assumptions in global health research. He argues 
that global health research always contains a normative element, as the goal of 
improving health globally depends on our normative assumptions about what states 
or actors should do to improve the health of people living elsewhere and why they 
should do this. Consequently, global health researchers should discuss these normative 
assumptions, as it influences their findings and policy recommendations. Many 
                                                   
10 The figures that were calculated with the IHME database (IHME, 2018) use 2017 US dollars, the 
figures that where calculated with the OECD-DAC database (OECD-DAC, 2017) use 2015 US dollars.  
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researchers might think they do not have to discuss these normative assumptions, 
claiming that their research aims to describe ‘what is’ rather than prescribing ‘what 
should be’. However, even research that aims to describe the world as it is “is guided 
by at least a vague idea on what the world should be” (Ooms, 2014). Denying this can 
lead to stealth advocacy, whereby one claims that the research is based entirely on 
empirical evidence, without acknowledging the underlying normative premise (Ooms, 
2015). Or it can lead to unconscious dogmatism, whereby scholars assume that their 
own normative premise is self-evident and shared by everyone else involved in the 
debate.  
Building on these writings, I think it is important to briefly point at the normative 
assumptions of my research. These normative assumptions have not been static; by 
deepening my knowledge, talking to others and hearing opposing views, I have been 
constantly developing and refining my normative ideas. From the very start of this 
research, my world views influenced the choice to conduct my PhD research on the 
role of European donors in international health and to focus on the debate on health 
system strengthening more specifically. Later, my assumptions also influenced the 
analytical framework, as this framework pays particular attention to those issues that 
I personally think are the most important in denoting IHA: the focus and the level of 
state involvement.  
Previous research has identified several ‘frames,’ ‘perspectives’ or ‘metaphors’ of 
international/global health (Kickbusch, 2011; Labonté & Gagnon, 2010; Lencucha, 
2013; McInnes et al., 2012; Stuckler & McKee, 2008). These publications discuss the 
different perspectives on why donors are or should be giving health assistance to 
developing countries. I have also written an article on the frames used by EU Member 
States, in which a distinction was made between social justice, charity, security and 
investment perspectives (Steurs et al., 2018, see annex 3c). In general, my normative 
premise is that IHA should be based on ‘social justice’. This implies that states ‘in the 
position to assist’ bear an international obligation to assist developing countries in 
realizing the right to health and that IHA should be based on the needs of the country. 
Social justice considerations also imply a focus on long-term solutions which aim to 
‘build a sustainable system’ in developing countries. On the contrary, motives that 
focus more on the self-interest of donors such as security or investment 
considerations, might lead to short-term solutions to ‘save lives as quick as possible’, 
posing the risk of foreclosing certain areas of action that are of lesser interest to the 
countries providing assistance. 
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This normative premise also affects my viewpoints on the two themes of the analytical 
framework. When it comes to the focus of IHA, a combination of both issue-specific 
approaches and more comprehensive approaches which focus on the entire health 
system seems to be desirable. However, it has become clear that in the past decades, 
much more assistance has been used to fund targeted programs to fight diseases such 
as HIV/AIDS. Even if we assume that some of this money has had positive spillover 
effects on health systems, there still seems to be a substantial gap between the need 
for comprehensive systems strengthening and the investment in this area by donors 
(Stierman, Ssengooba, & Bennett, 2013). Consequently, donors should translate the 
rhetoric importance they attach to HSS in policy documents into increased support for 
comprehensive programs to improve the entire health system at country level. When 
it comes to the level of state involvement, I am convinced that governments of 
developing countries bear the responsibility to realize the human right to health for 
their own population. Consequently, donors that are providing health assistance 
should support the state in its role as the main regulator and provider of health services 
and work through the state structures as much as possible.  
Nevertheless, while advocating for a comprehensive approach and a high level of state 
involvement, I also agree with Horton (2012) who claimed that ”health systems 
approaches to aid may be intellectually correct, but they are politically problematic”. 
As will become clear in this dissertation, the political realities in the partner countries 
as well as on the donor side make this approach to IHA challenging and therefore less 
feasible to be implemented in reality. Yet, this does not make the need for more HSS-
centered health assistance less prominent.  
1.5 Structure of the dissertation 
This dissertation is structured as follows. Chapter 2 provides an overview of the donor 
profiles of all selected donors, by discussing the key data and key documents at HQ 
level. As explained already, the information on the HQ level is not the main focus of 
the PhD as it serves as a broader context for the other empirical contexts. This chapter 
illustrates the vagueness and ambiguity of European donors’ support for HSS. 
Consequently, the chapter confirms the need for further research to investigate 
donors’ IHA approaches at the country level or in the policy dialogue within multilateral 
organizations.  
Chapter 3 concerns the analytical framework. This chapter consists of an elaboration 
on how I ended up with a two-dimensional framework, an explanation of the two 
dimensions of the framework (the focus and the state involvement) and some 
reflections on the application of the framework.  
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Chapter 4, 5, 6 and 7 are the country chapters. The order of the country chapters 
follows the sequence of the empirical research process. Consequently I start with the 
DRC and Ethiopia and end with Uganda and Mozambique. Each country chapter follows 
the same structure and includes two main sections. First, the background section 
provides information on the context in which European donors’ IHA approaches 
originated. This section discusses the political background, the donor-recipient 
relations, the health context and the health assistance context of the particular 
country. The second section concerns the actual analysis of European donors’ IHA 
approaches. This section always starts with a general overview of donors’ approaches. 
Thereafter, donors’ approaches are classified along the two continuums of the 
analytical framework and this position is discussed in depth in a separate section on 
each donor.  
Chapter 8 focuses on the relationship between EU donors and the Global Fund. This 
chapter has a different structure as it concerns an article that is currently under review 
with Development Studies Research. While the chapter/article also elaborates on the 
different IHA approaches and the debate on HSS, it does not make explicit use of this 
analytical framework to classify donors’ approaches. Furthermore, the chapter mainly 
focuses on EU donors as a whole and less on the differences between EU donors.  
The final chapter draws general conclusions on the European donors and HSS, based 
on a thorough review of the main findings of the four country chapters and the article 
on the relationship between the EU donors and the Global Fund. It also discusses the 
main contributions, limitations and some suggestions for further research, in addition 




2.  European donor profiles on international health assistance 
2.1 Introduction  
This chapter includes donor profiles on IHA of the selected European donors. This 
serves as background information for the empirical chapters that focus more in depth 
on the European donors’ approaches in 4 partner countries (chapter 4-7) and on their 
relation to the Global Fund (chapter 8). Consequently, the rationale is twofold. First, 
this chapter provides the necessary contextual information about the specificities and 
tendencies of European donors, which is relevant in the light of the further chapters. 
Second, it illustrates the ‘fuzzy’ importance of HSS for European donors. While most 
donors refer to HSS in their policy documents, it is not clear (1) how they exactly 
interpret the term, (2) what the relative importance of HSS is compared to other 
priorities and (3) how HSS is translated into concrete programmes at country level or 
in the policy dialogue within multilateral organizations. Consequently, this chapter 
confirms the need for an analytical framework on HSS (chapter 3) and for empirical 
research that focuses on the interpretation and application of HSS at country level 
(chapters 4-7) and within the policy dialogue with the Global Fund (chapter 8).  
As mentioned in the methodology section in the introduction, the main sorts of 
empirical data for this chapter are the following. First, aid figures were calculated using 
the databases of the OECD-DAC (2017) and the IHME (2018)11. The second source of 
information concerns policy documents, including development cooperation 
strategies, global health strategies or IHA strategies. Third, where available I also made 
use of existing academic literature, reports of parliamentary debates on the matter, 
policy papers by CSOs and donors’ webpages. Lastly, a few interviews were conducted 
at headquarters level, with people from the European Commission, the Belgian and 
Flemish government and administration and Belgian NGOs12. Nevertheless, there is a 
large variability between countries in terms of available information, which implied 
that some countries are discussed more extensively than others. 
This chapter will proceed as follows. The next part focuses on the importance of EU 
donors as a whole (excluding Switzerland) in IHA. Afterwards, I will discuss the profile 
                                                   
11 For the health-related numbers, the IHME database was used. To describe trends related to total 
ODA or to the importance of health in relation to the total sector allocable aid the OECD-DAC database 
was used, as this is not possible with the IHME database. While some figures describe trends over a 
longer period, most figures make use of the data of the last 5 years for which data are available (2012-
2016), as this period is also covered in the qualitative data in the country chapters. 
12 The interviews with Belgian policymakers were conducted for a publication on Belgium’s global 




of each donor separately, by focusing on two things. First, an overview of the key data 
will be provided. Here, I will focus on a donors’ general development cooperation, 
mentioning the amount of Official Development Cooperation (ODA) (absolute and in 
relation to their gross national income (GNI)), the main actors, the most important 
policy documents and certain specificities or tendencies over the past years. The part 
about the general development assistance in general is rather short, as the provision 
of a comprehensive overview of the entire development cooperation goes beyond the 
scope of this PhD dissertation. Thereafter, I will focus more specifically on the key data 
related to health, including the amount of aid for health (absolute and in relation to 
their total ODA), the channels, priority organizations and priority countries. The second 
part of each donor profile will focus on the key documents. This part elaborates on the 
content of the policy documents by discussing the priorities of donors’ IHA policies, 
and more specifically the importance that donors attach to HSS. These self-defined 
priorities will also be compared with the priority focus areas according to the IHME 
database.  
2.2 All EU donors  
2.2.1 Key data13 
General development assistance 
The EU as a whole has been the world’s largest donor: in 2016 the EU and its Member 
States together spent €78.1 billion on ODA, which represented 43% of all ODA (OECD-
DAC, 2017). The EU and its members states reported a collective increase of aid of 27% 
compared to 2014. However, CONCORD pointed out that a large proportion of the aid 
increases were not used for development purposes in developing countries, but rather 
for issues such as in-donor refugee costs, which accounted for 30% of total EU aid 
increase in 2016 (CONCORD, 2017).  
The total EU ODA in 2016 represented 0.51% of the EU's GNI (European Commission, 
2017b). This means that EU donors still did not meet not their commitment, made in 
2005, to spend 0.7% of the EU GNI on ODA by 2015. In 2016, Denmark, Luxembourg, 
Sweden, the United Kingdom and – for the first time ever – Germany managed to keep 
this promise. But in general, EU aid still fell short of the collective 0.7% (ODA/EU GNI) 
target. The European average of ODA/GNI% of 0.51% in 2016 was nevertheless well 
above the DAC average of 0.32%.  
                                                   




The institutional organization of development cooperation differs among all 
(European) donors. The OECD-DAC (2009) developed a typology of development 
agencies, which is summarized below in figure 2-1. In the parts below, we will describe 
the actors for each donor separately.  
Figure 2-1: Typology of development agencies, adapted from Gulrajani (2018) 
Model 1: Ministry of Foreign Affairs responsible 
for policy and implementation      
 
Denmark 
Model 2: A directorate or agency within the 
Ministry of Foreign Affairs leads and is 
responsible for both policy and implementation 
Ireland, the Netherlands, Switzerland 
Model 3: A Ministry has overall responsibility for 
policy and a separate executing agency is 
responsible for implementation 
Belgium, France, Germany, Italy, Spain, Sweden 
Model 4: A Ministry or agency other than the 
Ministry of Foreign Affairs is responsible for both 
policy and implementation 
United Kingdom 
Development assistance for health 
As can be seen in figure 2-2, the relative importance of EU donors in international 
health assistance decreased over the years. While European donors were responsible 
for 37% of all DAH in 1990, they were responsible for only 23% of all DAH in the recent 
years (2012-2016, figure 2-3). The US was by far the biggest donor, providing 37% of 
all DAH in the same period. The private sector was also an important donor of DAH, 
with the Bill and Melinda Gates Foundation (BMGF) being the most important one, as 
it was responsible for 6.6% of all DAH in 2012-2016.  
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Figure 2-2: Donors’ relative contributions to DAH, evolution 1990 until 2016 (IHME, 
2018) 
 
Figure 2-3: Relative share of donors DAH 2012-2016 (IHME, 2018) 
 
Table 2-1 shows the relative importance of health in relation to the total sector 
allocable aid, calculated with the OECD-DAC database. These numbers vary quite a lot 
between EU donors, with the lowest amount in 2016 being 5% (France, Germany and 
the EU institutions) and the highest being 26% (Ireland). Furthermore, for several EU 
donors, the percentage decreased over the years. In general, the 2016 relative 










































Nevertheless, this average has been influenced a lot by the US that provided 45% of its 
total sector allocable ODA to health in 2016.  
Table 2-1: Importance of health in relation to total sector allocable ODA (OECD-
DAC, 2017) 
Figure 2-4 lists the top 20 of donor countries in terms of their total DAH in 2012-2016, 
with the EU donors being highlighted in green. This figure again shows the huge 
importance of the US, which provided almost three times as much as the second donor, 
the UK. Germany followed as the third donor and France was the fourth biggest donor.  
Figure 2-5 shows the distribution among channels of all EU DAH for the period 2012-
2016. Half of all EU DAH (50.2%) was channeled through multilateral channels 
(including the European Commission), 31.5% was channeled through bilateral channels 
of European Member States and 18.3% was channeled through NGOs. When 
comparing this distribution with the US (figure 2-6), it is clear that the EU channeled a 
much bigger part through multilateral organizations than the US, that channeled most 
of its funding through bilateral channels and NGOs. However, as will be described in 













































































Ireland 36% 35% 34% 33% 38% 34% 26% 25% 24% 24% 25% 28% 31% 28% 26% 
Belgium 17% 16% 16% 17% 16% 18% 15% 13% 15% 14% 18% 19% 19% 19% 17% 
The UK 30% 23% 22% 26% 28% 21% 20% 19% 19% 23% 24% 24% 23% 18% 17% 
Italy 13% 20% 13% 14% 13% 14% 15% 18% 15% 18% 16% 14% 16% 12% 15% 
The  
Netherlands 
15% 17% 16% 13% 11% 12% 12% 10% 10% 9% 9% 9% 11% 12% 14% 
Spain 13% 11% 12% 14% 11% 10% 11% 10% 8% 9% 12% 12% 15% 11% 12% 
Sweden 12% 12% 15% 16% 16% 16% 13% 12% 11% 9% 12% 11% 10% 10% 10% 
Denmark / 13% 13% 13% 10% 10% 10% 13% 12% 10% 8% 8% 9% 8% 9% 
France 7% 8% 9% 9% 8% 2% 7% 6% 7% 3% 3% 5% 9% 3% 5% 
Germany 4% 5% 6% 5% 5% 6% 6% 6% 6% 5% 5% 5% 5% 5% 5% 
European 
Institutions 
8% 8% 13% 8% 10% 8% 8% 6% 6% 5% 4% 5% 5% 5% 5% 
Switzerland 9% 7% 6% 7% 7% 6% 7% 8% 7% 7% 7% 7% 9% 8% 7% 
DAC 
countries 
15% 15% 14% 15% 16% 17% 17% 18% 17% 19% 19% 20% 19% 18% 18% 
United States 25% 23% 17% 20% 25% 30% 32% 34% 36% 38% 40% 43% 42% 45% 45% 
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Figure 2-4: Top 20 donor countries, DAH 2012-2016 (IHME, 2018) 
  
 
Figure 2-5: Channels EU donors DAH 
2012-2016 (IHME, 2018) 
 
Figure 2-6: Channels US DAH 2012-
2016 (IHME, 2018) 
 
When looking more in depth to the multilateral DAH coming from EU donors in 2012-
2016, the Global Fund received the most funding (35.4%), followed by the GAVI 
(14.6%), the WHO (13%) and the European Commission (11.9%) (figure 2-7).  



































Figure 2-7: EU donors' DAH for multilateral organizations 2012-2016 (IHME, 2018) 
 
Figure 2-8 gives an overview of the different focus areas through which EU DAH for 
2012-2016 was channeled. These are the focus areas which are used in the database 
of the IHME14. As can be seen, most EU funding went to newborn and child health 
(21.4%), HIV (16.9%), health system strengthening (13.9%) and maternal health 
(13.7%). 
As mentioned before, the HSS focus area nevertheless falls into two categories in the 
IHME database (IHME, 2017). The first is sector-wide support (HSS/SWAP) that goes 
into a pooled fund for the health sector and includes non-earmarked funds that 
contribute to broad national health sector such as improving monitoring and 
evaluation of a health issue or better coordination among all stakeholders. We will 
name this part simply health system strengthening. It concerns the 13.9% mentioned 
above. The second category of HSS in the database of the IHME concerns DAH that 
improves the health system but is nevertheless targeted towards specific health focus 
areas such as HIV/AIDS or maternal, newborn, and child health. It thus concerns a sub-
category in every focus area. This category could be named health system support, 
which should be distinguished from health system strengthening as it concerns less 
comprehensive changes on the health system and all its building blocks (Chee, 
Pielemeier, Lion, & Connor, 2013).  
Using the IHME database, I analyzed the distribution of DAH donors for health system 
strengthening (the HSS/SWAP focus area), health system support (the sum of all HSS-
sub-categories in other focus areas), and issue-specific funding (the sum of all other 
                                                   
14 A relatively big part of the DAH falls down in the categories other and unallocable health focus areas, 

















sub-categories in other focus areas). This distribution is shown in figure 2-9. In addition 
to the 13.9% for health system strengthening, 9.6% went to health system support, but 
most EU funding went to issue-specific focus areas. 
Figure 2-10 shows the focus areas of the US for the same period. As shown in the figure, 
more than half (53.5%) of the American DAH went to HIV. Figure 2-11 shows the broad 
categories of focus areas, illustrating that the US provided only 3.3% for health system 
strenghtening, 13.8% for health system support and 77.1% for issue-specific support. 
Compared to the EU donors, the US provided relatively more funding to issue-specific 
focus areas, and of all their support for health systems, a bigger part went to health 
system support than to health system strenghtening.  
Figure 2-8: Focus areas EU donors DAH 
2012-2016 (IHME, 2018) 
 
Figure 2-9: Focus areas broad categories 




























Figure 2-10: Focus areas US DAH 2012-
2016 (IHME, 2018) 
 
 
Figure 2-11: Focus areas broad 
categories US DAH 2012-2016 (IHME, 
2018) 
 
In what follows, the profile of each selected European donor will be discussed 
separately. While all the other donor profiles are structured in the same manner, the 
part about the EU institutions will be structured a bit differently. This is due to the 
specific nature of the EU as a donor, as explained underneath.  
2.3 The EU institutions 
2.3.1 The double role of the EU 
As mentioned in the introduction, the EU plays a double role in development 
cooperation. On the one hand, the EU is a fully fledged international donor, providing 
development assistance through several funding instruments. On the other hand, it 
also has a role as a coordinator, as it has tried to foster European aims, approaches and 
actions in development policy since the 2000s (Bretherton, 2013; Orbie, 2012).  
The EU has launched various initiatives to promote coordinated action among all EU 
donors and to move towards a common European development cooperation vision. 
The European Consensus on Development (European Parliament, Council of the 


























European Union, 2012) and the New European Consensus on Development (Council of 
the European Union, Member States, European Parliament, & European Commission, 
2017) serve as guiding documents for the EU development cooperation. Other 
important initiatives are the so-called division of labour and joint programming. The 
EU Code of Conduct on Division of labour in Development Policy (European Commission, 
2007) provides guidelines to EU donors to concentrate its activities on a limited 
number of national sectors (so-called ‘focal sectors’) and on a limited number of 
countries. EU joint programming is the latest effort towards better coordination and 
effectiveness of EU and EU Member States’ development cooperation. EU joint 
programming has four core elements: (1) the development of a joint EU analysis and 
response to the partner country’s development strategy, (2) an indication of the 
intervention sector of EU and Member States active in the country, (3) an effective 
division of labour and (3) indicative multi-annual financial allocations per sector and 
per donor (Galeazzi, Helly, & Krätke, 2013). In November 2017, the state of play was 
that joint programming has been implemented at different stages in 60 countries: 30 
countries were still in the preparation phase, 6 countries had a joint analysis and 24 
countries had a joint programming strategy (European Commission, 2017a). When it 
comes to our selected partner countries, Mozambique was in the preparation phase 
and had a draft roadmap, Uganda had a Joint Strategy but it was halted due to the 
political situation in the country and Ethiopia has a Joint Strategy.  
The remaining parts on the EU institutions will be structured in a similar way as the 
other donors, while nevertheless taking into account these two different roles of the 
EU. The part about the key data concerns only the role of the EU as a donor. The part 
about the key documents relates to the two roles, as the policy documents are often 
referring to both roles at the same time.  
2.3.2 Key data 
General development assistance  
The EU institutions’ ODA grew steadily between 2003 and 2012, when it peaked at USD 
15.57 billion (figure 12). This trend was reversed in 2013 but in 2016, ODA increased 
again to USD 15.63 billion.  
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Figure 2-12: Total ODA EU institutions (OECD-DAC, 2017) 
 
EU funding for development cooperation is coming from two main sources: the 
European Development Fund (EDF) and the general EU budget (European Commission, 
n.d.-c). The EDF provides aid for 79 African, Caribbean and Pacific (ACP) partner 
countries of the EU and for the overseas countries and territories of Member States. 
With each of these countries, a country cooperation strategy is agreed which covers 6 
years. The EDF is financed by direct contributions from EU Member States and has its 
own financial rules. The 11th EDF runs from 2014 to 2020 and has a total budget of 
€30.5 billion. All other EU development cooperation is financed from the EU budget 
and exists of various geographic and thematic instruments.  
The European Commission's Directorate-General for Development and Cooperation 
(DG DEVCO) is responsible for the implementation, operation and delivery of 
development aid (European Commission, n.d.-a). It works closely together with the 
European External Action Service which ensures synergies between development and 
other areas of external action.  
Development assistance for health 
The absolute amount of DAH from the EU institutions fluctuated quite a lot over the 
years (figure 2-13). The relative importance of health in relation to the total sector 
allocable aid decreased over the years (figure 2-14). Since 2002, it had long been about 
8%, and even 13% in 2004. But since 2013, it remained 5%. According to one of my 
respondents, this decrease might be due to the decreased importance of health in 
relation to other ‘human development’ areas (HQ-3). In 2004, the EU institutions 
introduced a 20% benchmark for allocating aid to health and education (van Reisen, 
2009). Over the years, this 20% benchmark continued to exist, but the scope has 
widened. Instead of health and education, the Agenda for Change and the New 
Consensus on Development mention “social inclusion and human development” 
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(Council of the European Union, 2012, p. 4; Council of the European Union et al., 2017, 
p. 9). Consequently, part of the funding that used to go health is now going to other 
themes such as social security and decent work (HQ-3).  
Figure 2-13: DAH European institutions 1995-2016 (OECD-DAC, 2017) 
 
Figure 2-14: Relative importance health European institutions 2002-2016 (OECD-
DAC, 2017) 
 
The most important funding instruments for the EU’s support for health in developing 
countries are the EDF and the Development Cooperation Instrument (DCI) (European 
Commission, n.d.-b). Currently, there are 17 countries with health as a priority sector: 
Afghanistan, Belize, Burkina Faso, Burundi, Central African Republic, the Democratic 
Republic of the Congo, Ethiopia, Grenada, Guinea-Conakry, Guinea-Bissau, Mauritania, 
Morocco, Nigeria, Sudan, South-Sudan, Tajikistan, and Zimbabwe. This implies a strong 
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under which 44 countries had health as a priority sector (HQ-4). The 11th EDF also has 
an Intra-ACP Strategy, which allocates particular funding for health. An important 
project which is funded by this funding line is the renewed EU/ACP/WHO partnership 
ensuring access to medicines. Furthermore, part of the support to Global Health 
Initiatives is also funded with the money. The DCI provides funding to the thematic 
programme Global Public Goods and Challenges (2014-2020) which is dedicated to 
specific topics rather than to a geographical region. This money is also used to fund the 
Global Health Initiatives. Furthermore, this programme also funds the Supporting 
Public Health Institutes programme, which aims to “support the existence of stable 
public health institutes as a key component of the development and strengthening of 
coherent and efficient health systems” (Burgos, 2015). 
In contrast to the European Member States, the IHME database does not allow to 
calculate the distribution of DAH from the EU institutions among channels or 
multilateral organizations, as the database considers the EU institutions as a channel 
rather than a source. However, the European Commission is known to be an important 
donor of the Global Fund and GAVI. It pledged €200 million for GAVI for 2016-2020 
(GAVI, 2017) and €470 million to the Global Fund to Fight AIDS, Tuberculosis and 
Malaria for the period 2017-2019 (European Commission, 2016b). 
2.3.3  Key documents 
As mentioned before, the EU has been trying to foster European aims, approaches and 
actions in development policy since the 2000s (Bretherton, 2013; Orbie, 2012). This 
commitment for a more harmonized EU development policy has also been expressed 
in relation to health assistance. In 2002, the Communication of the European 
Commission on Health and Poverty Reduction in Developing Countries established for 
Key documents EU 
Development cooperation:  
European consensus on Development (2006) 
Agenda for Change (2012) 
New European Consensus on Development (2017) 
 
Global health: 
Joint Communication from the European Commission on the EU Role in Global health (2010) 
Council Conclusions on the EU Role in Global Health (2010)  
 
International health assistance: 





the first time “a single Community policy framework to guide future support for health, 
AIDS, population and poverty within the context of overall EC [European Community] 
assistance to developing countries” (European Commission, 2002). The document 
mentioned that there had been a shift in funding from the European Community from 
an initial focus on health infrastructure development towards providing basic health 
services, institutional strengthening and human resources development. Although 
HIV/AIDS attracted some specific attention, the importance of broad-based support 
was highlighted. While recognizing the differing histories, approaches and instruments 
of European donors, the increasing convergence of development objectives – 
especially around the MDGs – was mentioned as an opportunity to increase 
coordination of EU donors’ policies and approaches in the health sector. The 
communication highlighted the importance of ownership and participation of the 
government as well as donor coordination. The potential of sector-wide approaches 
was highlighted, and common pooled funding approaches were supported.  
In 2006, the European Consensus on Development (European Parliament et al., 2005) 
stressed the importance of the MDGs, with a specific focus on the health-related 
MDGs. It was mentioned that support should focus on SRHR and the HIV/AIDS 
epidemic, but also on the human resources for health, fair financing for health and 
strengthening health systems. The EU and its Member States have also been strong 
supporters of the International Health Partnership Plus (IHP+), which was launched in 
2007 by former UK Prime Minister Gordon Brown (The Lancet, 2007). The IHP + was 
aimed to put the Paris Declaration into practice in the health sector by advocating to 
“better coordinate external support to help develop and implement comprehensive 
national health plans” and “provide aid in ways that strengthen health systems” (Ibid. 
p. 801)15. In the Agenda for Change (Council of the European Union, 2012), the EU 
committed to allocate at least 20% of the 2014-2020 aid budget to human 
development, including health.  
Towards the end of the first decade of the new millennium, academia and CSOs started 
to advocate actively for the EU to play an important role in ‘global health’ more broadly 
(Kickbusch & Lister, 2006; Kickbusch & Matlin, 2008; van de Pas & Dentico, 2016). This 
search for a European voice in the global health arena culminated in 2010, when a high-
level conference Global health, together we can make it happen was organized by 
three Directorate-Generals (DGs): Health and Food Safety, International Cooperation 
and Development and Research and Innovation. During the conference, these three 
                                                   
15 In 2016, the IHP+ transformed into the ‘International Health Partnership for UHC 2030’, which 
focuses on health systems strengthening towards the achievement of universal health coverage (UHC).  
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DGs presented a joint communication on the EU Role in Global health (European 
Commission, 2010). This communication took a broad perspective on ‘global health’, 
referring to issues of governance of global health, policy coherence and research. 
However, a lot of attention was given to international health assistance, stressing the 
importance of HSS, the health MDGs, and aid effectiveness.  
“The EU should concentrate its support on strengthening of health systems to ensure that 
their main components – health workforce, access to medicines, infrastructure and logistics 
and decentralized management – are effective enough to deliver basic equitable and quality 
health care for all without discrimination on any grounds as defined by Art. 21 of the Charter 
of Fundamental Rights. This approach is particularly important for MDG 5. The kind of process 
piloted by the International Health Partnership in assessing comprehensive national health 
plans (through the Joint Assessment of National Strategies), funding one national health 
budget and one monitoring process should be the preferred framework for providing the EU 
support. A comprehensive approach including all priorities is the only efficient one.” (p.6) 
“In line with aid effectiveness objectives, the EU should channel two thirds of health ODA 
through partner countries owned development programmes and 80% using partner countries' 
procurement and public financing management systems.” (p.7) 
The Commission Communication was followed by Council Conclusions (Council of the 
European Union, 2010), which welcomed the suggestions of the Commission but were 
nevertheless more cautious in formulating the EU role in Global health (Rollet & Chang, 
2013). While the Communication talked about a “leading role” (p.4) for the EU in global 
health, the Council Conclusions mentioned a “central role” (p.2). Furthermore, it was 
stressed in the Council Conclusions that the stronger voice on global health should be 
endeavored “without prejudice to the respective competencies” (p.3). Nevertheless, 
health system strengthening was clearly prioritized, as the Council Conclusions 
mentioned the need for a comprehensive approach as well as the need to work 
together closely with partner countries and their governments.  
“The Council calls on the EU and its Member States to act together in all relevant internal and 
external policies and actions by prioritizing their support on strengthening comprehensive 
health systems in partner countries, which are central to all global health challenges. Since 
partner countries and their governments hold primary responsibility in this regard, this would 
require strengthening their capacities to develop, regulate, implement and monitor effective 
national health policies and strategies. This process should ensure full participation of the 
representatives of civil society and other relevant stakeholders, including the private sector”. 
(p.2) 
At the end of 2010, a resolution was published by the European parliament on Health 
care systems in Sub-Saharan Africa and Global Health (European Parliament, 2010a). 
Within this resolution, it was mentioned that the European Commission should focus 
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on HSS, as the “vertical approach can under no circumstances be a substitute for a 
sustainable horizontal approach to basic health care”.  
Despite 2010 being an outstanding year for global health within the EU, several authors 
agree that the EU is still in its infancy when it comes to global health. Rollet & Chang 
(2013, p. 328) claim that the EU is an “actor in construction”, Guigner (2012, p. 108) 
claims that the EU at times is only “a decorative element at the global health stage” 
and Aluttis, Kraft & Brand (2014, p. 3) refer to an “unfinished agenda” on global health 
for the EU. Furthermore, the attention for global health has gone down since 2010. 
While the Commission foresaw to publish a Programme for Action on Global health 
(Aluttis et al., 2014), this has never been accomplished. During the Global Health Policy 
Forum (see footnote 7 on p. 15) in November 2014, a Programme for Action was 
presented by DG DEVCO, but this was only aimed to be an internal document for 
DEVCO B4, rather than a public, cross-cutting global health action programme. Within 
this Programme for Action, the focus however remained on comprehensive support 
for HSS rather than on diseases-specific actions (EuropeAid DEVCO B4, 2014). Ebola 
seemed to be a new window of opportunity to put global health high on the European 
agenda. There were some meetings organized, including the high level international 
conference on the 3rd of March 2015 (European Commission, 2015a) and a meeting of 
the Global Health Policy Forum on the 16th of April 2015, which were dedicated to the 
lessons for global health after the Ebola outbreak (European Commission, 2015b). 
During these meetings, the importance of HSS was stressed, among many other things. 
However, no substantial changes happened and there were no commitments to make 
a new global health strategy, nor to increase the focus on HSS.  
Health is also mentioned as an important sector within the new European consensus 
on development (Council of the European Union et al., 2017). However, in line with the 
SDGs, the new consensus is focusing on a wide variety of themes, which raises the 
question about what the real priorities are. The same counts for the priorities within 
the health sector: the new consensus refers to a lot of different issues (including HSS, 
HIV/AIDS, malaria, antimicrobial resistance, child and maternal health, non-
communicable diseases and mental health), which renders the relative importance of 
HSS in relation to the other topics unclear.  
In sum, the above-mentioned paragraphs illustrated that the EU has endeavored to 
create a common vision on IHA. In the documents that have been developed over the 
years, there has always been a relatively strong focus on HSS. The documents launched 
in 2010 in particular focused very clearly on HSS, stressing the importance of a 
comprehensive approach and the need to closely work together with partner countries 
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and their governments. However, within the new Consensus on Development, HSS was 
mentioned together with several other priorities for health, which makes it less clear 
to what extent it is a core priority for the EU.  
2.4 The UK 
2.4.1 Key data 
General development assistance  
In absolute terms, The UK was the third largest donor and the second largest EU donor 
in 2016. The past decades, its ODA has risen quite substantially in absolute terms 
(figure 2-15) as well as in relative terms: while their ODA/GNI ratio was 0.24% in 2000, 
it has been exactly 0.7% since 2013 (figure 2-16). In 2015, the UK Government made it 
a legal obligation to spend 0.7% of GNI as ODA (UK government, 2015). Despite this 
relatively high amount of aid, the UK has been very explicit about the self-interest of 
their development cooperation and they have increasingly focused on value-for-
money over the years. The self-interest and focus on value-for money was very clear 
in the most recent UK Aid Strategy of 2015, which is entitled ‘Tackling Global 
Challenges in the National Interest’ (HM Treasury & DFID, 2015). Aiming to “better 
target spending” (p.4), it was decided to end all traditional general budget support. 
Projects that perform poorly in terms of value-for-money would be closed and funds 
would be redeployed.  




Figure 2-16: ODA as per cent of GNI UK (OECD-DAC 2017) 
 
The Department for International Development (DFID) is the ministerial department 
that leads the UK’s work on development cooperation. The new UK strategy 
nevertheless promised a ‘cross-Government approach’, whereby more aid would be 
administered by other Government Departments. Following the referendum in June 
2016, the UK decided to leave the EU. Thus far, it is not clear yet how the UK will 
manage its development cooperation work with the EU after its departure. 
Development assistance for Health 
The UK is by far the most important European donor of DAH and has severely increased 
its level of DAH since 1990, although it decreased again in 2016 (figure 2-17).  
Figure 2-17: DAH United Kingdom 1990-2016 (IHME, 2018) 
 
In relative terms as well, the UK has attached big importance to health (figure 2-18). In 
2002, 30% of their total sector allocable aid was going to the health sector. Since then, 
the relative importance of health has gone down, being 17% in 2016, which is still the 
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Figure 2-18: Relative importance health United Kingdom 2002-2016 (OECD-DAC, 
2017) 
 
Figure 2-19: Channels UK DAH 2012-
2016 (IHME, 2018) 
 
 
Figure 2-20: Multilateral organizations 
receiving DAH from the UK 2012-2016 
(IHME, 2018) 
 
The UK channeled half of its DAH (49.9%) through multilateral organizations, while 
30.2% was channeled through its bilateral channel and 19.9% through NGOs (figure 2-
19). Of all multilateral organizations, the Global Fund (29.5%) and GAVI (29.6%) 
received most DAH from the UK, followed by the WHO (16.9%) (figure 2-20). DFID is 
active in the health sector of a lot of developing countries16, including the four selected 
partner countries of this PhD dissertation.  
                                                   




































2.4.2 Key documents 
DFID has a longstanding reputation of focusing on sustainable and comprehensive 
health systems support, with respect for the aid effectiveness principles. This can be 
illustrated by the fact that former UK Prime Minister Gordon Brown launched the 
International Health Partnership in 2007 (The Lancet, 2007). However, by reading the 
policy documents, it is not entirely clear whether HSS is a key priority for the UK.  
The UK was the first country to develop a comprehensive global health strategy. Acting 
on a proposal by two individuals in the Department of health (Donaldson & Banatvala, 
2007), an inter-ministerial working group17 and an extensive public consultation was 
set up, which resulted in the launch of the Health is global Strategy in 2008 (HM 
Government, 2008, p. 7). As Labonté and Gagnon (2013) pointed out, the most 
prevalent objective of this strategy was to benefit the UK. The self-interest was very 
explicit, as one of the criteria used to determine the areas covered in the strategy was 
“whether the UK stands to benefit directly from engaging in the issue, for example, 
where there are clear links to the health of the UK population” (p.18). The strategy 
covered a wide range of issues, mentioning 5 aims linked to global health security, 
international development, global health governance, trade for health and research. 
When it comes to health assistance, it was mentioned that there was a need for 
“stronger fairer and safer systems to deliver health” (p.5). More specifically, it was 
mentioned that the UK would push for increased financing for health systems and 
support the principles of IHP. Furthermore, the UK would address the global shortage 
of healthcare workers, work on access to medicines, technologies and innovations, 
emphasize sexual, reproductive and maternal health and pay attention for non-
                                                   
17 The group included representatives of a wide range departments, with the Department of Health, 
the Ministry of Defence, the Department for International Development and the Foreign and 
Commonwealth Office being the most important.  
 
Policy documents UK 
Development cooperation:  
UK Aid Strategy: Tackling Global Challenges in the National Interest (2015) 
 
Global health: 
Health is Global Strategy (2008) 
Outcomes Framework for Global health (2011) 
 
International health assistance: 
DFID Health Position Paper: Delivering Health Results (2013) 
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communicable diseases. Nevertheless, the document did not mention how to balance 
vertical and horizontal funding principles, neither did it elaborate much on the aid 
effectiveness principles.  
In 2011, one year after the change of government, the Outcomes framework for global 
health 2011-2015 was launched. As mentioned in the document, the Government had 
“signaled the need for a radical reprioritizations and refocusing of all government 
activities” (HM Government, 2011, p. 3), following the global economic crisis. 
Accordingly, the Outcomes framework was narrower in scope than the original 2008 
Health is Global Strategy, with only 3 aims, namely global health security, international 
development, trade for better health. When it comes to international development, 
similar topics as the 2008 strategy were mentioned. To make progress on the 3 health 
MDGs, resources would be used “to support health systems strengthening to ensure 
greater coverage and access to quality essential health services that are safe, effective 
and efficient” (p. 8). Also the shortage of health workers and non-communicable 
diseases were mentioned as priority areas. However, there was again little elaboration 
in the document on what the focus on HSS would exactly entail and how vertical and 
horizontal funding approaches should be balanced.  
The DFID Health Position Paper of 2013 (DFID, 2013a) provided more clarity on this. 
This paper did not replace the global health strategy, as “it stops short of being a full 
health strategy and so does not contain new policy or a full reflection of the whole of 
the UK government’s health investments in developing countries” (p.23). The paper was 
entitled Delivering Health Results and set out DFID’s approach, which combines 
investments that achieve targeted results with investments on broader HSS. More 
specifically, the aim is to “maximize health gains through targeted, cost-effective 
health interventions that are delivered through strengthened, more efficient and 
effective health systems (including both public and private providers) and that engage 
communities in the promotion and protection of their own health” (p.3). The key 
principles were evidence-based decision making, value-for-money, more effective aid 
and a focus on girls and women.  
While the target-driven mentality and HSS were presented as complementary goals in 
the DFID health position paper, some people argued that they might be contradictory 
as well. In the light of the Ebola outbreak, the International Development Committee 
of the UK House of Commons discussed this theme during a session in 2014, which 
resulted in an extensive report on Strengthening Health Systems in Developing 
countries (International Development Committee - House of Commons, 2014). Within 
the document, DFID was accused of undermining its reputation as a promotor of HSS 
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by “focusing on vertical programmes and targeting short-term improvements in health 
outcomes, to the detriment of health systems” (International Development Committee 
- House of Commons, 2014, p. 8). It was mentioned that “DFID’s main international 
partners give the development of health systems the same priority as DFID does” (Ibid., 
p.11). As DFID increasingly relies on international partners, it was furthermore 
recommended to “conduct a detailed assessment, by country, of the extent to which 
existing funding arrangements enable its health systems strengthening objectives to be 
met” (p.34). The UK government responded to the document by stating that it partially 
agreed with the recommendations and by pledging to introduce a framework for 
future work on HSS, aligned to the post-2015 development goals (UK Government, 
2014). To my knowledge, this framework has not (yet) been published. Within the UK 
AID strategy of 2015, the part about health mainly referred to health security, 
antimicrobial resistance and infectious diseases, while no reference was made to 
health system strengthening (HM Treasury & DFID, 2015).  
In sum, it is not entirely clear whether HSS is still a key priority for the UK. It has been 
mentioned in the policy documents, but it remains unclear what its relative importance 
is compared to other priorities. Furthermore, DFID’s increased focus on self-interest 
and value-for-money might have affected its reputation as a vocal supporter of HSS. By 
looking at the numbers, other focus areas seem to be more important. According to 
the IHME database, the most popular focus areas of the UK in 2012-2016 were 
newborn and child health (30%), HIV (13.3%) and maternal health (12.2%) (figure 2-21). 
Figure 2-22 shows the distribution in 3 broader categories, showing that health system 
strengthening was 10.8% of all DAH, health system support is 10.2% and the majority 
(65.2%) was issue-specific DAH.  
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Figure 2-21: Focus areas UK DAH 2012-
2016 (IHME, 2018) 
 
 
Figure 2-22: Focus areas broad 




2.5.1 Key data 
General development assistance 
Germany was the second largest donor worldwide (after the US) in 2016. Like the UK, 
its ODA has risen a lot both in absolute terms (figure 2-23) as well as in relation to its 
GNI (figure 2-27): while the ODA/GNI ratio was only 0.27% in 2000, it has increased 
since then and in 2016 for the first time met the 0,7%. However, 25% of its reported 
ODA was spend on in-donor refugee costs, making Germany the largest recipient of its 





























Figure 2-23: Total ODA Germany (OECD-DAC, 2017) 
 
Figure 2-24: ODA as percent of GNI Germany (OECD-DAC, 2017) 
 
The German Federal Ministry for Economic Cooperation and Development (BMZ, 
Bundesministerium für wirtschaftliche Zusammenarbeit und Entwicklung) is 
responsible for the policy-making on development cooperation. The projects and 
programmes are implemented by implementing organizations, mainly GIZ 
(Gesellschaft für Internationale Zusammenarbeit) and the KfW Development Bank 
(BMZ, n.d.-c). While GIZ is responsible for technical cooperation, the KfW Development 
Bank is focusing on financial cooperation. Both implementing agencies also provide 
services to other development partners.  
Development assistance for health 
Germany is the second largest European donor of DAH in absolute terms and has 
strongly increased its DAH since 1990 (figure 2-25). After reaching a peak in 2013, the 
amount of DAH went down in 2014 to increase again in 2016.  
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Figure 2-25: DAH Germany 1990-2016 (IHME, 2018) 
 
However, while being an important donor in absolute terms, the importance of health 
in relation to the total sector allocable German ODA has been quite small: since 2003, 
ODA for health has always been 5% or 6% of the total sector allocable ODA (figure 2-
26). 
Figure 2-26: Relative importance health Germany 2002-2016 (OECD-DAC, 2017) 
 
Germany assigned more or less equal importance to bilateral and multilateral aid, as 
both channels received a bit more than 42% in 2012-2016 (figure 2-27). The remaining 
14.9% was channeled through NGOs. Germany is a very important funder of the Global 
Fund, which received 47.1% all German multilateral DAH from 2012-2016 (figure 2-28). 
The European Commission (17.4%), WHO (10.6%) and GAVI (9.4%) also received quite 
a lot of multilateral DAH. The priority countries for health are Cambodia, Kenya, 
Malawi, South Africa, Tanzania, Uzbekistan, Burundi, Kyrgyzstan, Nepal and Tajikistan. 
While not being a priority sector, they are also active in the health sector in Bangladesh, 
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Figure 2-27: Channels Germany DAH 
2012-2016 (IHME, 2018) 
 
  
Figure 2-28: Multilateral organizations 
receiving DAH from Germany 2012-2016 
(IHME, 2018) 
 
2.5.2 Key documents 
Germany has long been a “reliable, yet silent actor” in international health assistance, 
with a strong focus on health system strengthening (Kickbusch et al., 2017, p. 859). The 
2009 BMZ Sector Strategy for German Development Policy in the Health Sector 
mentioned HSS as a key area, with a particular attention for the training and 
development of health workers and the set-up of solidarity-based health financing 
systems (German Federal Ministry for Economic Cooperation and Development, 2009). 
As mentioned by Kickbusch et al. (2017), the Bismarck model of social protection and 
social health insurance is central to the German domestic health policy but also 
influences its international policies. The importance attached to human rights, 
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Global health: 
Shaping Global Health, Taking Joint Action, Embracing Responsibility - The Federal Government’s 
Strategy Paper (2013) 
 
International health assistance: 
BMZ Sector Strategy for German Development Policy in the Health Sector (2009) 
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focusing on health system strengthening. In addition to HSS, the 2009 BMZ Sector 
Strategy nevertheless also mentioned HIV/AIDS and other infectious diseases as well 
as SRHR as priority areas.  
More recently Germany has become a more visible actor in global health. In 2013, the 
federal government launched the policy note Shaping Global Health, Taking Joint 
action, Embracing Responsibility (The Federal Government of Germany, 2013). This 
strategy was launched after a 2-year consultation process and marked the start of an 
inter-ministerial collaboration and coordination on global health. The key actors 
involved in developing the strategy were BMZ, GIZ and the Ministry of Health (Aluttis 
et al., 2017). Strengthening health systems was one of the 5 priorities, next to 
combatting cross-border threats, expanding interpectoral cooperation, health 
research and industry and strengthening the global health architecture. The strategy 
was welcomed as a first step towards the implementation of a coherent global health 
policy (Aluttis et al., 2017; Bozorgmehr et al., 2014). Nevertheless, it was also criticized 
on several aspects, including the ambiguity on implementation instruments and taking 
actions (Ibid.). The importance attached to global health became more evident when 
Germany prioritized health during its G7 presidency in 2015, focusing on antimicrobial 
resistance, HSS and neglected tropical diseases (Kickbusch et al., 2017). Following the 
Ebola outbreak, Germany continued to focus on the integration of UHC and the health 
security agenda in the G7 as well as in the G20. During the World Health Summit of 
2015, Chancellor Angela Merkel also announced a € 200 million commitment for HSS 
(The Federal Government of Germany, 2015).  
Despite the importance attached to HSS, Germany was nevertheless criticized for not 
having a comprehensive HSS strategy and framework (Munir & Leppert, 2016; Munir 
& Worm, 2016). This critique was partially countered given the development of the 
Healthy Systems – Healthy Lives Initiative. Launched in 2015, this global initiative aims 
to strengthen health systems by developing a shared understanding of HSS and 
improving the coordination and effective support to HSS among all international 
partners. A consultative process was set-up which resulted in a joint vision paper 
Healthy systems for UHC – joint vision for healthy lives in 2017 (BMZ, n.d.-b). This paper 
is a key reference document for the UHC 2030 partnership (the successor of the 
International health partnership), in which Germany plays an active role as well.  
While Germany is clearly becoming a leader in global health, Kickbusch et al. (2017) 
state that the German political prioritization of health is not reflected in financial 
commitments. Accordingly, CSOs and academics are still concerned that Germany’s 
long-term commitment for health system strengthening might weaken and get 
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replaced by investments with a narrower focus on issues related to health security. To 
become a real leader in global health, Kickbusch et al. claim that Germany should 
accept additional financial responsibility. Nevertheless, the authors also mention that 
development assistance has never been as politically controversial in Germany as in 
some other countries, resulting in less pressure for rapid foreign policy wins and value-
for-money.  
In sum, Germany has prioritized HSS in its own policy documents and at the 
international level. According to the IHME database, health system strengthening was 
the third largest focus area (16.1%) of German DAH, after newborn and child health 
(20.3%) and HIV (18%) (figure 2-29). Figure 2-30 shows that on top of the money for 
health system strengthening, 8.3% went to health system support, while the majority 
(57%) was issue-specific DAH.  
Figure 2-29: Focus areas Germany DAH 
2012-2016 (IHME, 2018) 
 
 
Figure 2-30: Focus areas broad 






























2.6.1 Key data 
General development assistance 
France is the 5th biggest donor worldwide and the 3rd largest European donor. It 
provided USD 9.62 billion of ODA in 2016 (figure 2-31). Nevertheless, it has been an 
average performer in relative terms: in 2000, its ODA/GNI ratio was only 0.3%, which 
has increased to 0.5% in 2010 but afterwards decreased again to 0.38% (figure 2-32).  
Figure 2-31: Total ODA France (OECD-DAC, 2017)  
 
Figure 2-32: ODA as percent of GNI France (OECD-DAC, 2017) 
 
The CICID (the Inter-ministerial Committee for International Cooperation and 
Development) and its co-secretariat is responsible for the policy-making on 
development cooperation (France Diplomatie, 2013). The CICID is chaired by the Prime 
Minister and assembles the Ministries directly concerned by development assistance 
(Foreign Affairs, Development, Finance, Education, Higher Education and Research, 
Interior, Defense, Environment, Budget, Foreign Trade, Overseas France). The 
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Directorate-General of Global Affairs, Development and Partnerships (DGM) operates 
the joint CICID secretariat on behalf of the Ministry of Foreign Affairs. The AFD (Agence 
Française de Développement) is the key implementing agency of the French 
development cooperation.  
Development assistance for health 
In absolute numbers, France is the 3th biggest European donor of DAH (figure 2-33). 
However, in relative terms, France dedicated relatively low attention to health, as the 
importance of health in relation to total sector allocable ODA has fluctuated between 
2% and 9%, being 5% in 2016 (figure 2-34).  
Figure 2-33: DAH France 1990-2016 (IHME, 2018) 
 
Figure 2-34: Relative importance health France 2002-2016 (OECD-DAC, 2017) 
 
France channeled 60.3% of its DAH through multilateral organizations in the period 
2012-2016 (figure 2-35). France held a leading position on the global fight against 
HIV/AIDS and was among the earliest supporters of the Global Fund (Kerouedan, 
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went to the Global Fund (figure 2-36), to which France is the second leading donor 
(after the US).  
Figure 2-35: Channels France DAH 2012-
2016 (IHME, 2018) 
 
 
Figure 2-36: Multilateral organizations 
receiving DAH from France 2012-2016 
(IHME, 2018) 
 
According to the French International Health Strategy of 2012, France prioritizes health 
in several low-income countries in French-speaking Africa, being Benin, Burkina Faso, 
Burundi, Central African Republic, Chad, Comoros, Democratic Republic of the Congo, 
Djibouti, Guinea, Madagascar, Mali, Mauritania, Niger, Rwanda, Senegal, Togo 
(Ministère des Affaires Etrangères et de Développement International, 2012). 
2.6.2 Key documents 
The international health assistance of France has its historical roots in French 
colonialism. After their independence, France remained active in the health sector of 
its former colonies through their development cooperation programmes. More 
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his Norwegian counterpart, the former French Minister of Foreign Affairs launched the 
Foreign Policy and Global health Initiative in September 2006. This group exists of 7 
countries (Brazil, France, Indonesia, Norway, Senegal, South Africa, Thailand) and 
declared in the Oslo Ministerial Declaration that “health as a foreign policy issue needs 
a stronger strategic focus on the international agenda” (Amorim et al., 2007). Through 
the Foreign Policy and Global Health Initiative, France has been an important actor in 
bringing the concept of ‘Universal Health Coverage’ to the international agenda in 
2012, by proposing a resolution on it at the UN General Assembly (France Diplomatie, 
2014). 
In terms of policy documents, the evolution from ‘international health’ towards ‘global 
health’ was clearly present in France (Steurs et al., 2018). In 2012, the Directorate-
General of Global Affairs, Development and Partnerships of the French Ministry of 
Foreign and European Affairs developed an International Health Strategy which mainly 
focused on developmental issues (Ministère des Affaires Etrangères et de 
Développement International, 2012). In 2017 however, a Global Health Strategy was 
developed, led by the same Directorate General, but in close collaboration with other 
ministries and agencies, including the Ministry of Social Affairs and Health and its 
agencies, the Ministry of Higher Education and Research, the Ministry of Economy and 
Finance, the Ministry of Agriculture, Food and Forestry, AFD and Expertise France 
(Ministère des Affaires Etrangères et de Développement International, 2017). 
When it comes to HSS, France has had an ambiguous point of view over the past years. 
In the 2012 International Health Strategy, HSS was mentioned as the first of 5 priorities. 
However, as the health of women and children, communicable diseases, non-
communicable diseases and (re-)emerging diseases were mentioned as priorities as 
well, it is not entirely clear how the different priority areas are balanced against each 
other. Some actors have questioned the fact that France provided priority to Global 
Health Initiatives since the 2000s and the implications of this on the French focus on 
HSS. Kerouedan et al. (2011) stated that the priority given to Global Health Initiatives 
has come at the expense of the French support to health systems, which more easily 
benefit from bilateral instruments. A position paper of French CSOs also expressed the 
need to overcome the oppositions between the French bilateral and multilateral 
assistance in health and to rebalance the efforts in favor of HSS (Action Santé Mondiale 
& Oxfam France, 2016). A study in the Lancet has put this debate in context by claiming 
that there has always been an inherent tension within the French international health 
assistance between supporting vertical humanitarianism and pleading for universal 
free health care (Atlani-Duault et al., 2016). Both approaches have their historical roots 
in French colonialism and created a tension that has played out over three epochs.  
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France has been trying to reconcile the tension in their international health policy by 
supporting the idea of using multilateral vertical programmes to strengthen health 
systems. This idea was also present in the Global Health Strategy of 2017 which 
mentions “strengthen[ing] health systems while fighting diseases” as the first out of 4 
priorities (Ministère des Affaires Etrangères et de Développement International, 2017). 
France wants to be ambitious in strengthening health systems, as a mean to reach 
Universal Health Coverage. The strategy explicitly refers to the opportunity to advocate 
for “a more horizontal approach to strengthening health systems” in the boards of 
multilateral organizations. However, it remains unclear to what extent the rhetoric on 
HSS and UHC is translated into concrete action. Within a joint position paper, several 
CSOs criticized the lack of financial commitments to realize the new global health 
strategy (Collectif Santé Mondiale, 2017). While welcoming the focus on UHC and HSS 
within the document, they mentioned that this remains a political priority which is “not 
very visible and under-funded” (Collectif Santé Mondiale, 2017, p. 4). 
Figure 2-37: Focus areas France DAH 
2012-2016 (IHME, 2018) 
 
Figure 2-38: Focus areas France DAH 






























As shown in figure 2-37, the most popular focus areas of the France in 2012-2016 were 
HIV (23.5%) and health system strengthening (15.2%). Figure 2-38 shows that on top 
of the 15.2% for health system strengthening, an additional 10.8% went to health 
system support, leaving 53.8% for issue-specific focus areas. 
2.7 The Netherlands  
2.7.1 Key data 
General development assistance 
In absolute terms, the Netherlands was the 6th biggest DAC donor and the 4th biggest 
EU donor in 2016, providing USD 4.97 billion of ODA (figure 2-39). Being a like-minded 
donor, the Netherlands has long been a part of the 0.7% club, but over the past years 
their ODA/GNI ratio decreased, being 0.65% in 2016 (figure 2-40).  
Figure 2-39: Total ODA the Netherlands (OECD-DAC, 2017) 
 
Figure 2-40: ODA as percent of GNI the Netherlands (OECD-DAC, 2017) 
 
The Netherlands has two Ministers for Foreign Affairs, as the Minister for Foreign 
Affairs is assisted by a Minister for Foreign Trade and Development Cooperation. The 
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Directorate-General for International Cooperation is part of the Ministry for Foreign 
Affairs and is responsible for development cooperation policy, its coordination, 
implementation, and funding. As the Netherlands does not have a separate 
implementation agency, the embassies are responsible for following-up the 
programmes at country level. 
In 2010, the Dutch government started a fundamental reform of the Dutch 
development cooperation. To maintain public support for development cooperation, 
it was claimed that there was a need for more visible results and a better focus. 
Consequently, several changes were made. First, it was stated that there should be a 
clear focus on the self-interest of the Netherlands. It was mentioned very clearly in the 
policy documents that development cooperation should not only make a difference 
internationally, but also serve the national interests (Ministry of Foreign Affairs of the 
Netherlands, 2010). This involved a shift from the social to the economic sectors, 
focusing on the self-reliance of developing countries and creating more opportunities 
for private initiative. Second, there was a severe reduction of partner countries for 
bilateral cooperation, from 33 to 15 (Ministry of Foreign Affairs of the Netherlands, 
2012). Third, it was decided to focus on four specific thematic themes: water, food 
security, rule of law and SRHR (Ibid.). The release of the strategy named A World to 
Gain: a New Agenda for Aid, Trade and Investment’ in 2013 further clarified the 
renewed Dutch approach to development cooperation (Ministry of Foreign Affairs of 
the Netherlands, 2013). Seeking to synergise trade and development policy, three aims 
were mentioned: eradicate poverty, sustainable inclusive growth and success for 
Dutch companies abroad. The self-interest was again very explicitly present in the 
strategy, mentioning that one would continue to focus on the four thematic areas, as 
these are not only relevant to poverty reduction but also to the Netherlands’ economic 
and other interests.  
Development assistance for health  
The Netherlands is the fourth biggest European donor of DAH. Until 2008, its DAH was 
constantly rising, but since then it has decreased substantially (figure 2-41). Figure 2-
42 shows the relative importance of health in relation to total sector allocable aid. In 
2003, this percentage was 17%, thereafter it decreased to 9% in 2011-2013, after which 
it increased again to 14% in 2016.  
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Figure 2-41: DAH the Netherlands 1990-2016 (IHME, 2018) 
 
Figure 2-42: Relative importance for health the Netherlands 2002-2016 (IHME, 
2018) 
 
Almost half (49.4%) of the Dutch DAH was channeled through multilateral 
organizations over the period 2012-2016 (figure 2-43). The amount of funding 
channeled through bilateral aid and NGOs was more are less equal (respectively 25.5% 
and 25.1%). Of all multilateral organizations in health, the Netherlands provided most 
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Figure 2-43: Channels the Netherlands 
DAH 2012-2016 (IHME, 2018) 
 
 
Figure 2-44: Multilateral organizations 
receiving DAH from the Netherlands 
2012-16 (IHME, 2018) 
 
Within the multi-annual country strategies for 2014-2017, seven countries were having 
SRHR as a priority: Bangladesh, Benin, Burundi, Ethiopia, Ghana (health), Yemen and 
Mozambique (Dutch Government, 2014). In Kenya and Uganda, SRHR was not a focal 
sector, but these countries were also receiving funding for SRHR through centrally 
funded programmes.  
2.7.2 Key documents 
The Dutch development cooperation used to focus on a wide spectrum of health 
issues, making considerable contribution to the WHO and multilateral funds like 
GFATM and UNFPA, coordination mechanisms like the IHP+ and bilateral funding via 
sector-wide approaches. However, the reform of the development cooperation in 2010 
has had implications on the Dutch approach on health assistance. The reasons to focus 
on SRHR included the Dutch expertise on the topic as well as the fact that “life sciences 
is an economic area in which the Netherlands excels” (Ministry of Foreign Affairs of the 
Netherlands, 2012, p. 10). The decision to focus on SRHR implied that the Netherlands 
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important, but because the Netherlands was thought to bring less added-value to 
health systems support compared to other countries. It was stated that “investments 
in health are no longer a goal in themselves, but must contribute to SRHR” (Ibid., p. 11). 
This implied cutbacks in (1) global funds for fighting illness, (2) contributions to 
initiatives aimed at broad healthcare systems and (3) bilateral efforts relating to 
HIV/AIDS.  
However, the decision to focus only on SRHR has been internally contested. In an 
evaluation of the collaboration between the WHO and the Netherlands in light of the 
Ebola outbreak, the Dutch International Research and Policy Evaluation Department 
(IOB) called for a broadening of the agenda, as poor health systems were considered 
to be one of the main reasons for the Ebola outbreak (IOB, 2016). Also civil society 
organizations like WEMOS argued that the Netherlands should do more on the field of 
HSS, as very little development partners are truly committed to this (Hinlopen, 2017). 
In October 2016, a parliamentary debate took place on this topic, during which the 
Socialist Party urged for more investments for basic health care (Tweede Kamer der 
Staten-Generaal, 2016). Minister for Foreign Trade and Development Cooperation 
Ploumen’s reply on this intervention was very clear: she mentioned that the Dutch 
focus is on SRHR, as the Netherlands can bring an added-value to this areas . 
Furthermore, she denounced the “persistent and annoying lobbying” of those who 
keep criticizing issue-specific health assistance and arguing for broader assistance for 
primary healthcare (Ibid. p. 8). While recognizing the importance of basic health care, 
she claimed that the Netherlands cannot make a difference in this area, leaving it to 
other donors.  
Entirely in line with the priority focus on SRHR, Minister Ploumen launched the She 
Decides Initiative in January 2017. The initiative responds to the decision by US 
President Trump to reinstate and expand the so-called Mexico City Policy, which 
implied that no more US government funding would be given to organizations that give 
women access to, or information about abortion services. The Dutch government 
promised €29 million to the She Decides Initiative and urged other countries to support 
as well (Dutch Government, n.d.). 
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Figure 2-45: Focus areas the 
Netherlands DAH 2012-2016 (IHME, 
2018) 
 
Figure 2-46: Focus areas broad 
categories the Netherlands DAH 2012-
2016 (IHME, 2018) 
 
In sum, the Netherlands has very clearly prioritized SRHR and has decided to focus less 
on strengthening the broader health system. Figure 2-45 shows the focus areas of the 
Dutch DAH in 2012-2016. In line with its focus on SRHR, the most popular focus areas 
were maternal health (29.5%), HIV (18%) and newborn and child Health (17.4%). Figure 
2-46 shows that relatively little funding went to health system strengthening and 
health system support (respectively 10.5% and 8.1%), as most of the funding (67.1%) 
went to issue-specific focus areas.  
2.8 Belgium18 
2.8.1 Key data 
General development assistance 
Belgium has been an average performing donor in terms of quantity: since 2000, its 
ODA has increased over the years, while it decreased in 2011 (figure 2-47). Since 2000, 
Belgium’s ODA/GNI ratio has fluctuated between 0.36% and 0.64%, and in 2016 it was 
                                                   






























0.49% (figure 2-48). This is above the DAC average but quite far removed from the 0.7% 
goal.  
Figure 2-47: Total ODA Belgium (OECD-DAC, 2017) 
 
Figure 2-48: ODA as percent of GNI Belgium (OECD-DAC, 2017) 
 
Being a federal state, both the federal government and the federated entities have 
mandates for development cooperation. The federal government is the most 
important actor, as it provides the vast majority of funding. At the beginning of his 
legislature in 2014, Minister for Development Cooperation De Croo decided to refocus 
the Belgian development cooperation (De Croo, 2014; Ministry of Foreign Affairs 
Foreign Trade and Development Cooperation of Belgium, n.d.). This resulted in a 
reduction of partner countries from 18 to 14 – with a major focus on fragile countries 
– and a reduction of partner organizations from 20 to 15. Additionally, the private 
sector received a more important role and the non-governmental cooperation was 
restructured in 2016. Content-wise, all programmes should be linked to 2 central 
pillars: (1) a rights approach and (2) sustainable and inclusive growth (De Croo, 2017). 
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In light of austerity, there would be an increased attention for results-oriented 
management and evidence-based decisions. More recently in January 2018, ‘Enabel’ 
was launched as the renewed Belgian development cooperation agency replacing the 
Belgian Technical Cooperation (BTC) (Ministry of Foreign Affairs Foreign Trade and 
Development Cooperation of Belgium, n.d.). While the Ministry of Development 
Cooperation is responsible for the policy-making, Enabel will be responsible on the 
field for the coordination and the implementation of the Belgian development policy. 
On the one hand, Enabel will have more autonomy and flexibility than its predecessor 
BTC, but on the other hand, more results will be expected.  
When it comes to the federated entities, Flanders International and Wallonia-Brussels 
International are responsible for development cooperation in the health sector.  
Development assistance for health 
Belgium is the 7th biggest European donor of DAH. Since the 1990s, its DAH has 
increased a lot, but recently it decreased again (figure 2-49). In 2016, 16% of Belgium’s 
sector allocable aid was targeted towards health, which is relatively high compared to 
the other EU donors (figure 2-50). Since 2002, the relative importance of health has 
been fluctuating between 13 and 19%. 
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Figure 2-50: Relative importance health Belgium 2002-2016 (OECD-DAC, 2017) 
 
As illustrated in figure 2-51, most of Belgium’s DAH is channeled through its bilateral 
aid, being 40.9% in 2012-2016. During this period, the multilateral organizations 
received 33.3% and 25.8% was channeled through NGOs. From all multilateral 
organizations, most Belgian DAH went to the Global Fund (25.5%), the European 
Commission (19.7%) and the WHO (17.3%). Since 2009, all voluntary contributions of 
the Belgian federal development cooperation to multilateral agencies are going to the 
organizations’ core budgets, instead of being earmarked for specific projects or 
priorities (Steurs et al., 2016). This decision was lauded by the OECD-DAC (2010) and is 
especially relevant for the WHO, whose budget is largely financed through voluntary 
contributions (80%) which are often earmarked. However, Flanders also gives a 
voluntary contribution to the WHO, which is earmarked for a specific programme on 
human reproduction. Health is currently a focal sector in 8 of the 14 federal partner 
countries, namely Benin, DRC, Rwanda, Burundi, Niger, Senegal, Uganda and Guinee. 
The Flemish government funds the health sector in Mozambique and Wallonia-
Brussels considers health a priority sector in Benin, Bolivia, Palestine and Vietnam. As 
Mozambique is a case study in this dissertation, the Flemish key documents will be 
discussed below as well. I will not elaborate upon the key documents of Wallonia-
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Figure 2-51: Channels Belgium DAH 
2012-2016 (IHME, 2018) 
 
 
Figure 2-52: Multilateral organizations 
receiving DAH from Belgium DAH 2012-
2016 (IHME, 2018) 
 
2.8.2 Key documents 
Federal 
Health is one of the priorities of the bilateral cooperation according to the Belgian 
federal law for development cooperation. More concretely, article 3 of the law 
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the fight against the major endemics, including a transversal approach to HIV/AIDS 
healthcare” (Belgian Ministry of Foreign Affairs, Foreign Trade and Development 
Cooperation, 2013). This quote touches upon the three Belgian priorities in the health 
sector: HSS, HIV/AIDS and SRHR. Specific policy notes have been developed to 
elaborate on these three priorities. 
First of all, Belgium is a firm supporter of HSS. The policy note A Right to health referred 
to the Alma Ata Declaration and was critical of purely vertical approaches. More 
specifically, it argued that “the development of an efficient and sustainable health 
system able of providing reliable healthcare for all is the best means to achieve [the 
universal right to health]” (Belgian Directorate General for Development and Be-cause 
Health Platform, 2008, p. 5). It is aimed to assist partner countries in building a 
qualitative health system by educating health workers, integrating the fight against 
specific diseases within the health system and strengthening the control and 
distribution of medicines. The policy document stressed the importance of the aid 
effectiveness principles, claiming that all Belgian interventions in the health sector 
should be aligned with the priorities and systems of partner countries. The second 
priority is HIV/AIDS. In line with other donors, Belgium paid a lot of attention to 
HIV/AIDS in the beginning of the new millennium. However, today the period of ‘AIDS 
exceptionalism’ is over, as Belgium is currently linking its effort to fight AIDS to their 
discourse on HSS (Sensoa, 2014; Vandevoorde, 2010). The third priority is SRHR. The 
policy note of 2007 on SRHR especially focused on (1) integration of sexual and 
reproductive healthcare, (2) the fight against sexual violence and harmful practices and 
(3) sexual and reproductive healthcare and rights during humanitarian crises, conflicts 
and peace-building (Directorate General for Development of Belgium, 2007). While 
sometimes considered to be part of the ‘like-minded-donors’, Belgium is not as vocal 
on SRHR as the Scandinavian countries and the Netherlands. While the latter take a 
quite radical stance in the global debate on SRHR, Belgium prefers to build bridges and 
aims to make gradual progress on certain areas (HQ-5 and HQ-10). Furthermore, the 
Belgian focus on SRHR is also encapsulated in the HSS approach. While this idea of 
integrating SRHR in the general health system is generally supported, some civil society 
organizations within Belgium claim that SRHR requires a more specific additional focus. 
Indeed, an evaluation study in 2013 concluded that “in the absence of a conscious 
choice to give particular attention to SRHR issues, Belgium does not really gain visibility 
in this area” (Depoortere & Dubourg, 2013).  
Between 2015 and 2018, there have been consultations for the development of a new 
health sector policy note, which integrates all the former documents and address some 
topical themes. At the time of writing (February 2018), the note was still not publicly 
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available, but several actors involved in the process said that the dominant principles 
which were present in the former strategy remained unchanged (HQ 3, 5, 6, 9 and 14). 
The draft version makes clear that the Belgian development cooperation prefers to 
focus on integrated healthcare systems, to tackle several health problems – including 
those relating to SRHR – in a broader context. Furthermore, support to health 
personnel, qualitative pharmaceutical products and financing to secure access to 
healthcare remain priority concepts.  
However, as the draft note was mainly developed in 2015-2016, recent reforms in the 
Belgian Development Cooperation under Minister De Croo were not really taken into 
account. While it is not yet entirely clear what the reforms will mean for the health 
sector, there seems to be an internal debate within the Belgian international health 
community on the implications of these decisions. Although "strengthening the 
capacity of the government remains an essential part of the Belgian development 
policy", it is mentioned that in contexts where governments are corrupt or lack 
democratic legitimacy and accountability, one shall reorient interventions “to directly 
benefit citizens” (De Croo, 2017, p. 4). This would imply that aid will be provided 
through UN agencies and NGOs instead of focusing on institutional system 
strengthening. Several actors active in health cooperation are skeptical about these 
tendencies, as they consider direct cooperation with the state – no matter how difficult 
– as essential to develop sustainable systems within the country. The increased focus 
on results-based management might also lead to a decreased focus on HSS, as it is less 
feasible to obtain concrete, measurable results in this field. Lastly, the strong focus on 
‘rights-based approach’ involves an increased focus on certain themes such as SRHR. 
Minister De Croo is strongly engaged on this matter and together with the Dutch 
Minister of Development Cooperation he played an important and visible role in 
launching the She Decides Initiative (De Croo, 2017). While acknowledging the 
importance of SRHR, some actors fear that the increased focus on this theme would be 
at the expense of sector-wide support for the health sector.  
In sum, Belgium has very clearly prioritized HSS in its policy documents, stressing the 
need to develop a sustainable system together with the partner countries’ institutions 
and advocating for an integrated approach of the fight against specific diseases as well 
as SRHR. In recent years, however, there seems to be a bigger focus on SRHR and a 
more flexible approach on collaborating with state institutions. 
Flanders 
Being a relatively young donor (since 1993), Flanders has built particular expertise in 
the health sector. According to the Policy Statement 2014-2019, Flanders pays 
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particular attention to SRHR, primary healthcare and training of health personnel 
(Bourgeois, 2014). While these priorities largely resonate with the Belgian priorities, 
Flanders seems to attach more specific importance to SRHR. The Flemish government 
is also an important financial contributor to the Special Programme of Research 
Development and Research Training in Human Reproduction of the WHO and has been 
elected in 2015 to chair its Policy Coordinating Committee.  
Figure 2-53 shows the focus areas of the Belgian DAH in 2012-2016, which includes the 
numbers of the federated entities. According to the numbers, health system 
strengthening is a clear priority, as 29.2% of all DAH went to health system 
strengthening. Other important focus areas were HIV (12.1%), and newborn and child 
health (10.9%). Figure 2-55 shows that on top of the 29.2% for health system 
strengthening, 7.1% went to health system support.  
Figure 2-53: Focus areas Belgium DAH 
2012-2016 (IHME, 2018) 
 
 
Figure 2-54: Focus areas broad 

































2.9.1 Key data 
General development assistance  
Denmark’s ODA has increased steadily until 2000, after which it started to decrease 
(figure 2-55). Together with Sweden, Norway and Finland, Denmark has always been 
considered to belong to the ‘Nordics’. The Nordic Aid model has been characterized 
by a focus on values, driven by solidarity, altruism, moral and humanitarian concerns, 
rather than material interests (Elgström & Delputte, 2016). Furthermore, the Nordics 
have been generous funders of development assistance, spending above 0.7% of its 
GNI to development cooperation. Denmark reached this target for the first time in 
1978 and it continued to spend above this target since. Nevertheless, while the 
ODA/GNI ratio has been growing to 1.06% until 2000, it has decreased since then to 
0.75% in 2016 (figure 56). 




Figure 2-56: ODA as percent of GNI Denmark (OECD-DAC, 2017) 
 
The Danish Ministry of Foreign Affairs is responsible for both policy and 
implementation. The Danish International Development Agency (DANIDA) is the term 
used by the Ministry of Foreign Affairs of Denmark when it provides development 
assistance (Ministry of Foreign Affairs of Denmark, n.d.). However, there is no distinct 
DANIDA organization within the Ministry.  
Within the past years, several changes have taken place in the Danish development 
cooperation. In 2015, it was decided to focus more on “countries and regions from 
where people leave in search of a better future in Europe” and to limit aid to 14 
countries (Ministry of Foreign Affairs of Denmark, 2015). In 2016, a new aid strategy 
The World 2030 was launched (DANIDA, 2017). It was decided to continue providing 
0.7% of the GNI to development cooperation. Nevertheless, there was a strong focus 
on security aspects, resulting in a strong focus on addressing the root causes of 
migration and countering refugee pressures on Europe’s borders. While (sector) 
budget support had been the preferred modality until 2014, it was decided in the new 
aid strategy that no new bilateral agreements on general budget support would be 
concluded and that thematic/sector support would only be provided when “the 
support, including the results achieved, can be monitored closely” (Ibid. p.37).  
Development assistance for health 
Denmark is the 6th largest European donor of DAH. The Danish amount of DAH has 
reached a top in 2010 but decreased afterwards (figure 2-57). The importance of health 
within the Danish Development Cooperation has also decreased: while it used to be 
13% in 2003-2005, it decreased to 9% in 2016 (figure 2-58).  
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Figure 2-57: DAH Denmark 1990-2016 (IHME, 2018) 
 
Figure 2-58: Relative importance health Denmark 2002-2016 (OECD-DAC, 2017) 
 
Like other Nordic countries, Denmark channels the majority of its DAH (45.2% in 2012-
2016) through multilateral organizations (figure 2-59). The UNFPA received the biggest 
amount of DAH from Denmark (37.7%), followed by the Global Fund (18.9%) and 
UNICEF (13.3%) (figure 2-60). According to the Guidance Note to Danish Development 
Assistance to Health of 2009, Denmark provided health sector programme support in 
Ghana, Mozambique, Tanzania, Kenya, Uganda and Bhutan (DANIDA, 2009). 
Meanwhile, the health sector support ended in Ghana and Uganda and will soon be 
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Figure 2-59: Channels Denmark DAH 
2012-2016 (IHME, 2018) 
 
 
Figure 2-60: Multilateral organizations 
receiving DAH from Denmark DAH 2012-
2016 (IHME, 2018) 
 
2.9.2 Key documents 
The two key documents which underpinned the Danish development cooperation in 
health are a strategy to fight HIV/AIDS (DANIDA, 2005) and a strategy to promote SRHR 
(DANIDA, 2006). Nevertheless, in 2009, a Guidance Note to Danish Development 
Assistance to Health made clear that Denmark also attaches importance to HSS 
(DANIDA, 2009). The note referred to Alma Ata and the primary health care approach, 
the challenges of vertical approaches as well as the Paris principles. It was mentioned 
that “Denmark prioritizes broad assistance to strengthen health systems based on the 
PHC [Primary Healthcare] principles in recipient countries and promotes coordination 
of all activities within national health plans that are consistent and coordinated with 























Key documents Denmark  
Development cooperation: 
The World 2030: Denmark's Strategy for Development Cooperation and Humanitarian Action (2017) 
International health assistance: 
Strategy for Denmark’s Support to the International Fight against HIV / AIDS (2005) 
The Promotion of Sexual and Reproductive Health and Rights - Strategy for Denmark’s Support 
(2006) 
Health and Development: Guidance Note to Danish Development Assistance to Health (2009) 
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preferred modality, as it broadens ownership of partner governments, increases 
coherence and reduces government transaction costs. Nevertheless, HIV/AIDS and 
SRHR would remain the core priority areas and the two strategies on these themes 
would be “used in the policy dialogue with partner countries to support them in 
ensuring that national strategies and plans incorporate effective measures to improve 
sexual and reproductive health”. The 2009 strategy mentioned that the volumes of aid 
provided through bilateral and multilateral channels have been roughly equal. The 
importance of HSS was also expressed in an evaluation of the Danish support to SRHR 
from 2006-2013 (DANIDA, 2014). Support to health systems was mentioned as one of 
the pathways to contribute to SRHR. Here, it was concluded that “DANIDA is seen as 
both a “systems” partner focusing on the effectiveness of the sector as a whole and as 
a vocal advocate for attention to SRHR” (Ibid. p. 54). Nevertheless, based on all these 
documents, HSS seems to be a means through which progress on SRHR should be 
obtained, rather than an end in itself.  
Figure 2-61: Focus areas Denmark DAH 
2012-2016 (IHME, 2018) 
 
 
Figure 2-62: Focus areas broad 
































The numbers also show that health system strengthening is not a core priority. Figure 
2-61 shows the focus areas of the Danish DAH in 2012-2016. In line with their focus on 
SRHR, most funding went to maternal health (29.8%), newborn and child health 
(16.4%), and HIV (14.3%). Figure 2-62 shows that 10.3% went to health system 
strengthening and 9.9% to health system support. 
2.10  Sweden 
2.10.1  Key data 
General development assistance 
As part of the Nordics, Sweden has been a generous donor of ODA. The Swedish 
absolute amount of ODA increased steadily over the years, although it started to 
decrease again in 2016 (figure 2-63). In 1974, Sweden was the first country to meet the 
target of spending 0.7% of its GNI to ODA, and the country has continued to meet this 
target since (figure 2-64). In 2015, Sweden reached the absolute top, spending 1.4% to 
ODA, but this amount dropped to 0.94% in 2016.  





Figure 2-64: ODA as percent of GNI Sweden (OECD-DAC, 2017) 
 
The Swedish Ministry of Foreign Affairs is responsible for the policy-making and 
budgeting of both multilateral and bilateral cooperation, while the government agency 
SIDA is responsible for implementing the bilateral programmes and providing 
background materials to the Ministry. 
Swedish development cooperation has been characterized by a strong focus on donor 
coordination and partner country ownership. In this respect, three comments must be 
made. First, Sweden holds a broad interpretation of country ownership, not only 
referring to the partner country’s government, but also to civil society organizations. 
Second, Sweden links ownership to a strong emphasis on the partner country’s 
responsibilities, claiming that “Sweden cannot and must not do everything everywhere” 
as the “ primary responsibility for a country’s development rests with the government 
of the respective partner country and other national actors” (Government of Sweden, 
2016, p. 4). Third, it has been claimed that the increased focus on results by the 
Swedish Development Cooperation has negatively impacted its focus on partner 
country ownership. Research by Brolin (2017) on the Swedish development 
cooperation in Uganda and Mozambique showed that the results agenda entailed a 
greater focus on the Swedish priorities in development cooperation, i.e. ‘donorship’, 
rather than a focus on partner country ownership. While the 2013 aid strategy still 
mentioned the use of budget support, the 2016 strategy did not mention the word 
once (Government of Sweden, 2013, 2016). 
Development assistance for health 
Sweden is the 5th biggest EU donor of DAH. The Swedish DAH peaked in 2014, after 
which it decreased and fluctuated over the years (figure 2-65). The relative importance 
of health in relation to the total sector allocable aid has decreased: while it was 16% in 
2005-2007, it was only 10% in 2016 (figure 2-66).  
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Figure 2-65: DAH Sweden 1990-2016 (IHME, 2018) 
 
Figure 2-66: Relative importance health Sweden 2002-2016 (OECD-DAC, 2017) 
 
 
In accordance to the Swedish general development policy, the large majority of 
Sweden’s DAH (65.1%) was channeled through multilateral organizations (figure 2-67), 
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Figure 2-67: Channels Sweden DAH 
2012-2016 (IHME, 2018) 
 
 
Figure 2-68: Multilateral organizations 
receiving DAH from Sweden 2012-2016 
(IHME, 2018) 
 
2.10.2  Key documents 
Health has always been one of the priorities for the Swedish development policy, with 
a strong focus on SRHR, including controversial issues such as contraception and safe 
abortion. Within the Aid Policy Framework of 2013, ‘improved basic health’ was 
mentioned as one of the 5 priorities (Government of Sweden, 2013). While the concept 
of ‘basic health’ appears to imply a comprehensive focus, the listed sub-priorities were 
actually quite specific, focusing on (1) improved access to SRHR and reduced 
vulnerability to HIV, (2) improved survival and healthier lives primarily for women and 
children and (3) improved access to clean water and basic sanitation.  
In 2016, a new policy framework was developed which no longer referred to basic 
health but to ‘equal health’ (Government of Sweden, 2016). “Contribut[e][ing] towards 
effective national health systems” was mentioned as one of the priorities, but there 
was also a big focus on gender equality and SRHR, in addition to some new areas such 
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Aid Policy Framework – the Direction of Swedish Aid (2013) 
Policy Framework for Swedish Development Cooperation and Humanitarian Assistance (2016) 
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documents, it thus remains unclear to what extent Sweden is prioritizing HSS and how 
they interpret the term. 
The numbers also show that the Swedish support for HSS is limited as most funding 
went to other areas related to SRHR. According to the IHME database, Swedish DAH 
for 2012-2016 was mainly going to HIV (30.2%), maternal health (24.8%), and newborn 
and child health (7.9%) (figure 2-69). Figure 2-70 shows that 7.9% went to health 
system strengthening and 14.7% to health system support.  
Figure 2-69: Focus areas Sweden DAH 
2012-2016 (IHME, 2018) 
 
 
Figure 2-70: Focus areas broad 
categories Sweden DAH 2012-2016 
(IHME, 2018) 
 
2.11  Ireland 
2.11.1  Key data 
General development assistance 
Ireland is a small European donor, both in absolute and in relative terms (figure 2-71 




























financial crisis caused a downturn. In relative terms, the Irish ODA reached a top-level 
of 0.59% of the GNI in 2008, but it has decreased since, reaching only 0.33% in 2016.  
Figure 2-71: Total ODA Ireland (OECD-DAC, 2017) 
 
Figure 2-72: ODA as percent of GNI Ireland (OECD-DAC, 2017) 
 
The programme for development cooperation of the Irish Government is called Irish 
Aid (Irish Aid, n.d.-a). The programme is managed by the Development Co-operation 
Division of the Irish Department of Foreign Affairs and Trade; they do not have a 
separate implementing agency. 
Development assistance for health 
Ireland is the 9th biggest European donor of DAH. Like the general development 
assistance, Irish DAH continued to rise until 2007, after which it decreased again (figure 
2-73). In relative terms, Ireland provides the largest part of its total sector allocable aid 
to health of all European donors (figure 2-74). However, over the years the percentage 
has decreased: while it was 36% in 2003, it was only 26% in 2016, which is nevertheless 
still the highest percentage among all EU donors. 
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Figure 2-73: DAH Ireland 1990-2016 (IHME, 2018) 
 
Figure 2-74: Relative importance health Ireland 2002-2016 (OECD-DAC, 2017) 
 
Figure 2-75 shows the distribution among channels of the Irish DAH for the period 
2012-2016. Almost half (46.6%) of the Irish DAH went to multilateral organizations, 
while bilateral assistance and assistance through NGOs each received almost 27% of 
the DAH. The Global Fund received most DAH from Ireland (19.7%), followed by UNICEF 
(17.1) and the European Commission (16.1%). Ireland is an active donor in the health 
sector in Uganda, Sierra Leone, Tanzania, Ethiopia, Mozambique, Zambia and Lesotho 
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Figure 2-75: Channels Ireland DAH 2012-
2016 (IHME, 2018) 
 
 
Figure 2-76: Multilateral organizations 
receiving DAH from Ireland 2012-2016 
(IHME, 2018) 
  
2.11.2  Key documents 
The White paper on Irish Aid of 2006 indicated a primary focus on basic needs, including 
the social sectors of health and education (Government of Ireland, 2006). The strategy 
referred to the importance of fighting communicable diseases, but at the same time 
stressed the importance of health system strengthening, claiming that “without 
considerable reform of and investment in health systems, many of the high-profile 
interventions against specific diseases could be unsustainable, or at worst do more 
harm than good” (p.45).  
In 2008, a health policy was developed which specified the Irish priorities on health. 
“Strengthen[ing] health systems to serve the poor more effectively” was one of the key 
objectives and the importance of a comprehensive, sustainable approach was stressed 
within the whole strategy (Irish Aid, 2008). The strategy also stressed that the main 
modality to provide funding would be through the sector-wide approach, as this 
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One World, One Future: Ireland ’s Policy for International Development (2013)  
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Health policy: Improving Health to Reduce Poverty (2008) 
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building. HIV/AIDS is a cross-cutting priority of Irish Aid. However, the Irish approach is 
to mainstream HIV/AIDS in all programmes and to promote links between the national 
response to HIV/AIDS and the health sector response. 
In 2013, a new development cooperation policy One World, One Future was developed 
which replaced the 2006 white paper (Government of Ireland, 2013). Health remained 
an important priority, being part of the priority area ‘essential services’. It was 
mentioned that Ireland would “concentrate on the strengthening of systems including 
a trained health workforce to oversee and deliver quality, basic health services, 
reaching those most in need” (p.22). Furthermore, it suggested a continuation of the 
work on HIV/AIDS. To my knowledge, no new health policy has since been developed. 
Nevertheless, according to the website of Irish Aid, the approach remains the same. 
HIV/AIDS is still mentioned as a separate priority, but at the same time there is a strong 
focus on strengthening national health systems in close collaboration with partner 
governments (Irish Aid, n.d.-c, n.d.-d) 
Ireland does not have an interministerial global health strategy. Nevertheless, since 
2010 there is a partnership between Irish Aid and the Irish Health Service Executive, 
which got renewed in 2017 (Irish Aid, 2017). The Health Service Executive contributes 
expertise and provides technical assistance to Irish Aid and developing countries, with 
the purpose to strengthen Ireland’s overall contribution to global health and 
development. This collaboration is in line with the One World, One Future policy which 
aimed to be a ‘whole-of-a-government strategy’ rather than an isolated policy 
document of the Irish development cooperation.  
The focus on HSS as well as on HIV seems to match with the numbers. Figure 2-77 
shows the focus areas of the Irish DAH in 2012-2016. The main priority areas are HIV 
(24.8%), newborn and child health (20.5%) and health system strengthening (18.6%). 
The 18.6% for health system strengthening is quite high compared to other countries, 




Figure 2-77: Focus areas Ireland DAH 
2012-2016 (IHME, 2018) 
 
 
Figure 2-78: Focus areas broad 




2.12.1  Key data 
General development assistance 
Unlike most European donors, Italy’s aid has not increased much since 1990 (figure 2-
79 and 2-80). Despite repeated calls by the European Commission and the OECD-DAC 
to increase the volume of aid, the ODA/GNI ratio has floated around 0.20% since 2000, 





























Figure 2-79: Total ODA Italy (OECD-DAC, 2017) 
 
Figure 2-80: ODA as percent of GNI Italy (OECD-DAC, 2017) 
 
The Italian development cooperation policy has not only been criticized for its poor 
quantity of aid, but also for its poor quality and lack of vision (Carbone, 2017). Already 
since the 1980s, several attempts have been made to reform Italian development 
cooperation, but these always ended up in unfruitful debates. In 2014, Italy finally 
succeeded in adopting a new legal framework on development cooperation. The 2014 
law introduced three important changes (Carbone & Quartapelle, 2016; CONCORD, 
2014). First, development cooperation became an integral and significant part of the 
Italian foreign policy as the Ministry of Foreign Affairs was transformed into the 
Ministry of Foreign Affairs and International Cooperation and the position of a Deputy 
Minister for Development Cooperation was institutionalized. Second, a new 
independent Italian agency for development Cooperation was created, which operates 
under the Ministry of Foreign Affairs and International Cooperation. Third, a new 
development financial institution was created (which would be mainly funded by 
postal savings) and a more pronounced emphasis was put on the role of the private 
sector in development cooperation. The reform was supposed to lead to a relaunch of 
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the Italian development cooperation but according to the numbers mentioned above 
there have not been spectacular changes in ODA in 2015 and 2016.  
Development assistance for health 
While Italy has been a relatively important donor of DAH, there has been a sharp 
decrease in DAH since 2008, and a renewed increase in 2012 (figure 2-81). Since 2006, 
the relative importance of health in relation to the total sector allocable ODA has 
fluctuated between 12% and 20%, being 15% in 2016 (figure 2-82). 
Figure 2-81: DAH Italy 1990-2016 (IHME, 2018) 
 
Figure 2-82: Relative importance health Italy 2002-2016 (OECD-DAC, 2017) 
 
Italy channeled a very high amount (63.4%) of its DAH through multilateral 
organizations (figure 2-83 and 2-8419). As one of the founding fathers of the Global 
Fund, Italy contributed to it until 2008 with over USD 1 billion, but from 2009 to 2013 
                                                   
19 While Italy also contributes to GAVI, these amounts were not captured in the Italian DAH in the 
IHME dataset and therefore GAVI does not appear in figure 2-84. This has to do with the fact that Italy 
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there was a setback due to budgetary constraints. Italy has also funded GAVI, with a 
multi-year contribution of over USD 1.2 billion through the IFFIm (International Finance 
Facility for Immunization) and AMC (Advance Market Commitment) (Missoni et al., 
2014). Italy is active in the health sector of several countries, including Mozambique, 
Ethiopia and Uganda20.  
Figure 2-83: Channels Italy DAH 2012-
2016 (IHME, 2018) 
 
 
Figure 2-84: Multilateral organizations 
receiving DAH from Italy 2012-2016 
(IHME, 2018) 
 
2.12.2  Key documents 
The overall weakness of the Italian development cooperation has inevitably affected 
the role of Italy in IHA. Missoni et al. (2014) criticized the low and unstable 
contributions to health, as well as the contradicting political choices. In 2014, guiding 
principles for ‘global health’21 were published. This document referred to a wide range 
of issues, including the strengthening of national health systems, enhancing UHC and 
social protection, reducing socio-economic and gender inequalities, community 
involvement and the need to protect public health in emergency situations. There was 
                                                   
20 A full list could not be found in the policy documents, nor on the website.  
21 Although the document uses the term ‘global health’, it can be considered as an ‘international 
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also a part on ‘the effectiveness of international cooperation’ which – among other 
things – referred to the guiding and coordinating role of the WHO, the importance of 
partner countries’ ownership and alignment and effective donor coordination 
(including EU joint programming). Furthermore, it was stressed that Global Health 
Initiatives should integrate their programmes into national health plans and align their 
procedures with local systems. Missoni et al. (2014) claimed that these principles were 
not adhered to, as Italy has been channeling big parts of its DAH to Global Health 
Initiatives since the start of the Millennium, whose vertical, disease-specific approach 
sharply contrast with Italy’s horizontal, systemic approach. Criticizing this decision to 
“uncritically redirect”(p.2) development assistance for health to these vertical 
initiatives, Missoni et al. claimed that Italy needed a paradigm shift in global health.  
Following the reform of Italian Development Cooperation in 2014, a new programming 
document was released for the period 2016-2018 (Italian Development Cooperation, 
2016). Within this programming document, health was mentioned as a priority. 
Referring to the former global health guidelines, it was stated that the bilateral 
cooperation in health adopts “a horizontal approach, centered on the systems 
strengthening” (p.32). Furthermore, a lot of attention was given to multilateral 
collaboration with the Global Fund and GAVI. Italy wanted to strengthen its position in 
these organizations, by focusing on technical support, sustainability and support to 
collaboration with other international bodies. The document referred to the gradual 
shift of the Global Fund towards a more comprehensive approach, but there was no 
explicit information on Italy’s approach towards the global fund. On the basis of the 
policy documents, it is not entirely clear how Italy links its contributions the Global 
Health Initiatives with its ‘horizontal approach’.  
According to the IHME database, Italian DAH for 2012-2016 was mainly going to health 
system strengthening (22%), newborn and child health (17,5%) and HIV (12,2%) (figure 
2-85). Figure 2-86 shows that on top of the 22% for health system strengthening, 6,2% 
went to health system support.  
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Figure 2-85: Focus areas Italy DAH 
2012-2016 (IHME, 2017) 
 
 
Figure 2-86: Focus areas broad 
categories Italy DAH 2012-2016 (IHME, 
2017) 
 
2.13  Spain 
2.13.1  Key data 
General development assistance  
Spain used to be a relatively important donor, providing USD 5.02 billion of ODA in 
2010 (figure 2-87). However, in 2011 its ODA dropped to 3.35 million and further 
dropped to only 1.40 billion in 2015. In 2016, it however rose again to 4.08 billion. 
Similarly, the amount of Spanish ODA as percentage of GNI increased until 2011, after 
which it decreased and increased again in 2016 (figure 2-88). As CONCORD (2017) 
reported, Spain’s aid increase in 2016 was largely due to debt relief for Cuba, rather 



























Figure 2-87: Total ODA Spain (OECD-DAC, 2017) 
 
Figure 2-88: ODA as percent of GNI Spain (OECD-DAC, 2017) 
 
The actor responsible for the policy-making aspects of Spanish development 
cooperation is the Secretariat of State for International Cooperation and Ibero-
America, which sits within the Ministry of Foreign Affairs and Cooperation. This 
secretariat also hosts the Spanish Agency for International Development Cooperation 
(AECID), which is the main implementing agency for bilateral assistance.  
Development assistance for health 
As shown in figure 2-89, the Spanish DAH has been on the rise until 2009. In line with 
the general development assistance, it has decreased tremendously afterwards.  
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Figure 2-89: DAH Spain 1990-2016 (IHME, 2018) 
 
The relative importance of health in relation to the total sector allocable aid of Spain 
varied a lot over the years, with percentages between 8% and 15% (figure 2-90). In 
2016, 12% of all Spanish sector allocable ODA went to health. 
Figure 2-90: Relative importance health Spain 1990-2016 (IHME, 2018) 
 
As illustrated in figure 2-91, most of Spain’s DAH (47.6%) was channeled through 
multilateral organizations in 2012-2016. During this period, the bilateral assistance 
received 19.8%, while 32.6% was channeled through NGOs. From all multilateral 
organizations, most Spanish DAH went to the European Commission (59.90%) and the 
WHO (22.7%). Due to budget constraints, Spain has not provided direct funding to the 
Global Fund since 2010. In 2016, it was however announced that they would resume 
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Figure 2-91: Channels Spain DAH 2012-
2016 (IMHE, 2018) 
 
 
Figure 2-92: Multilateral organizations 
receiving DAH from Spain 2012-2016 
(IHME, 2018) 
 
2.13.2 Key documents 
In 2007, a Health Strategy Paper for the Spanish development cooperation was 
released, which had a strong focus on the strengthening of public health systems 
(Ministry of Foreign policy and cooperation of Spain, 2007). In 2011, a Sector-Specific 
Action Plan for Health (the so-called PAS-S) was developed, which referred a lot to the 
EU Council Conclusions on Global health as well as to the principles of the International 
Health Partnership (Ministry of Foreign Policy and cooperation of Spain & AECID, 
2011). Next to strengthening the institutional capacities of AECID in the field of health, 
the PAS-S main strategic priorities were the “integral strengthening of quality and 
equitable health systems through the strengthening of national capacities in health 
systems” and “the integration of priority programmes in the health systems”. 
The 4th Master plan of the Spanish development cooperation for 2013-2016 referred to 
this PAS-S (Ministry of foreign policy and cooperation of Spain, 2013). One of the 
priorities of this master plan was to “promote systems of social cohesion, focusing on 
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contribute to “strengthening universal coverage of equitable, sustainable, efficient and 
quality public health systems, including sexual and reproductive health, the fight 
against widespread and neglected diseases and access to essential drugs” (p. 44). It 
was stressed that one should be using the primary health care approach, and that aid 
should be aligned with the national development plans of the country. Furthermore, 
priority would be given to a programme- or sector-wide approach and budget support.  
The 4th Master Plan on Spanish Cooperation terminated in 2016. The development of 
the 5th Master Plan appears to have encountered delays, as at time of writing (February 
2018), this plan has not been published yet.  
Figure 2-93: Focus areas Spain DAH 
2012-2016 (IHME, 2018) 
 
 
Figure 2-94: Focus areas broad 
categories Spain DAH 2012-2016 
(IHME, 2018) 
 
According to the IHME database, a lot of DAH belonged to the other/unallocable 
categories. Taking this into account, the focus areas which received most funding were 
health system strengthening (20.9%), newborn and child health (19.6%), and maternal 
health (12.6%) (figure 2-93). Figure 2-94 shows that on top of the 20.8% for health 



























2.14  Switzerland 
2.14.1  Key data 
General development assistance 
Switzerland has been a relatively good performer in terms of ODA. Swiss ODA levels 
have steadily increased over the years and the Swiss ODA as percentage of GNI has 
continued to grow: in 2000 it was 0.32% and by 2016 it was 0.54% (figures 2-95 and 2-
96).  
Figure 2-95: Total ODA Switzerland (OECD-DAC, 2017) 
 
Figure 2-96: ODA as percent of GNI Switzerland (OECD-DAC, 2017) 
 
The main actor responsible for coordinating the Swiss development coordination is the 
Swiss Agency for Development and Cooperation (SDC) within the Federal Department 
of Foreign Affairs. 
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Development assistance for health 
Swiss DAH fluctuated a lot over the years but showed an overall increase since the 
1990s (figure 2-97). The relative importance of health in relation to their total sector 
allocable ODA remained relatively stable around 7% (figure 2-98).  
Figure 2-97: DAH Switzerland 1990-2016 (IHME, 2018) 
 
Figure 2-98: Relative importance health Switzerland 2002-2016 (OECD-DAC, 2017) 
 
Most of the Swiss DAH (41.4%) was channeled through multilateral organizations, 
while the bilateral channel and NGOs respectively got 32.4% and 26.2% (figure 2-99). 
The Global Fund, UNFPA, WHO, received most of Swiss DAH (respectively 21%, 20.9% 
and 19.8%), while UNICEF, the World Bank and UNAIDS received a smaller amount 
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Figure 2-99: Channels Switzerland DAH 
2012-2016 (IHME, 2018) 
 
 
Figure 2-100: Multilateral organizations 
receiving DAH from Switzerland 2012-
2016 (IHME, 2018) 
  
2.14.2  Key documents 
 
Health has always been one of the top priorities of the Swiss development cooperation. 
Furthermore, Switzerland was among the earliest supporters of inter-ministerial 
collaboration on ‘global health’. In 2006, Switzerland was the first country to publish a 
national global health strategy, entitled Swiss Foreign Health Policy (Federal 
Department of Home Affairs and Federal Department of Foreign Affairs of Switzerland, 
2006). The strategy provided shared objectives for all Swiss administrative services 
active in the field of foreign affairs and public health policy and was signed by the heads 
of the Department of Foreign Affairs and the Federal Department of Home Affairs. 
Being an inter-ministerial strategy, it presented 5 rather broad goals: (1) protect the 
health interests of the Swiss population, (2) harmonize national and international 
health policies, (3) improve the effectiveness of international collaboration in the area 
of health, (4) improve the global health situation and (5) safeguard Switzerland as host 


















Policy Documents  
Global health: 
Swiss Health Foreign Policy (2006) 
Swiss Health Foreign Policy (2012) 
International health assistance: 
SDC Policy on Development Cooperation in Health (2012) 
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the health sector. Consequently, there was little detailed information about the 
specific priorities in health assistance. Nevertheless, HSS was mentioned as one of the 
18 priorities, aiming to “further develop, reform and harmonize the health systems in 
developing and emerging countries, as well as in countries in transition or in crisis, 
focusing on efficient and non-discriminatory access to health services and drugs” (p.15).  
In 2012, the Swiss Health Foreign Policy was renewed (Federal Department of Foreign 
Affairs & Federal Department of Home Affairs of Switzerland, 2012). The 2012 strategy 
built on the former strategy but made some adjustments to ensure an “even more 
coherent and effective approach in the health field”(p.5). Three areas of interest were 
stressed: (1) governance, (2) interactions with other policy areas and (3) health issues. 
Development cooperation is mentioned under the third theme, but the exact priorities 
are again rather vaguely described. It was mentioned that targeted efforts are still 
needed to combat diseases, but that successful projects are now “less frequently based 
on strictly vertical approaches designed to address a specific health challenge” (p.23). 
Furthermore, there was a particular focus on improving maternal and child health as 
well as sexual and reproductive health, and on the education and training of health 
personnel. 
In the same year, the SDC also developed its own Policy on Development Cooperation 
in Health (Federal Department of Foreign Affairs of Switzerland, 2013). Quite logically, 
this strategy was more explicit about the priorities. Swiss operations would be mainly 
concentrated on primary healthcare, with three specific aims. The first one was to 
“strengthen public health systems to increase people’s access to services”, by focusing 
on a wide range of issues, including service delivery, health workforce, infrastructure 
health financing and governance. The focus would be especially on the primary and 
secondary health care levels and the public sector. The other aims were to “reduce the 
burden of communicable and non-communicable diseases” and to “improve maternal, 
newborn and child health as well as sexual and reproductive health”. When it comes to 
HIV and AIDS and sexual and reproductive health services, SDC promoted a systemic 
and integrated approach. It was furthermore mentioned that all programmes would 
be based on the needs of the partner countries and adapted to the specific contexts. 
Programmes would be implemented using a wide range of modalities, including direct 
sector budget support, “if the required conditions are fulfilled by a national 
government” (p.18).  
Figure 2-101 shows the focus areas of the Swiss DAH in 2012-2016. The most popular 
focus areas were newborn and child health (19.8%), health system strengthening 
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(19%), maternal health (15.6%) and HIV (15.7%). Figure 2-102 shows that on top of the 
support for health system strengthening, 12.1% went going to health system support.  
Figure 2-101: Focus areas Switzerland 
DAH 2012-2016 (IHME, 2018) 
 
 
Figure 2-102: Focus areas broad 
categories Switzerland DAH 2012-2016 
(IHME, 2018) 
 
2.15  Next steps 
This chapter discussed the key data and key documents on European donors’ 
international health assistance. It showed a relatively high degree of variation between 
European donors when it comes to the importance they attach to health, their 
preferences with regards to aid channels, and their priority focus areas. In general, 
most European donors seemed to pay quite a lot of attention to HSS as it is mentioned 
in almost all of the policy documents. Compared to the US, the European donors in 
general also provided more DAH to the HSS focus area as defined by the IHME, while 
nevertheless also providing a lot of DAH to issue-specific areas.  
However, there are still many ambiguities. The exact interpretation of HSS and the 
relative importance attached to HSS in comparison to other priorities remains unclear. 




























the one hand, a donor like Belgium has very clearly stressed the importance of HSS in 
its policy documents and the data on the Belgian DAH also showed that it has given 
quite a lot of DAH to HSS. On the other hand, the Netherlands has very clearly decided 
to focus on SRHR and to limit its investments to strengthen the broader health system. 
Other donors seem to be somewhere in between those two extremes, often 
mentioning HSS as one of several focus areas. In sum, the position of European donors 
as laid down in their headquarter policy documents is somewhat ambiguous. 
Consequently, this chapter confirmed the need for further research to investigate how 
the (vague) commitments in the policy documents are translated into concrete 
programmes at country level or in the policy dialogue within multilateral organizations.  
To better analyze how European donors are interpreting HSS and what importance 
they attach to it, an analytical framework has been developed which has been applied 
at the local level. The next chapter elaborates on this framework and in chapter 4-7 
the framework is used to analyze donors’ approaches in the DRC, Ethiopia, Uganda and 
Ethiopia. As this chapter showed that a lot of European donors are providing a lot of 
DAH through multilateral organizations and in particular to the Global Fund, chapter 8 




3. Analytical framework 
3.1 Introduction  
As discussed in the introduction of this PhD dissertation, there has been a long-
standing debate about vertical and horizontal approaches in international health 
assistance. This debate got renewed attention in the last decade, when donors have 
increasingly recognized the importance of HSS. Nevertheless, despite this growing 
attention for HSS, there is no common understanding among donors on what this term 
exactly entails, and how it would relate to the long-standing ‘vertical versus horizontal’ 
debate.  
As discussed in the previous chapter, this conceptual confusion also stretches into 
policy documents. Indeed, it illustrates European donors’ ambiguity about HSS. It is not 
clear what European donors exactly understand under HSS, and neither is it clear what 
importance they attach to it. In order to address this conceptual ambiguity and to be 
able to make a more systematic analysis of European donors’ approaches to IHA, I 
developed an analytical framework. This framework will be explained in this chapter 
and subsequently applied in the following four chapters to classify the approach of 
each European donor. In line with my abductive approach, the framework has been 
constantly refined, building on new insights I attained during the research process. 
Overall, the framework has been informed by three main sources: (1) literature which 
discusses the existing approaches on IHA and HSS, (2) literature which describes the 
changing IHA approaches over the past decades, and (3) my own empirical data 
obtained from semi-structured interviews and policy documents. The resulting 
framework (figure 3-1) is based on two continuums (focus and state involvement), on 
which donors’ approaches can be placed.  
To explain this framework in depth, this chapter will proceed as follows. In the next 
part (3.2), I will discuss the framework itself. Within this part, I will explain how the 
framework was developed and why it was chosen to focus on two continuums (focus 
and state involvement). Thereafter, I will provide a historical overview of the most 
important tendencies over the past decades, linked to the two main concepts of the 
framework. In part 3.3 I will elaborate more in depth on the two continuums. Part 3.4 
concerns the application of the framework. In this part I will reflect upon the existence 
of different aid modalities and how these can be linked to the framework, and make 
some final methodological notes.  
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Figure 3-1: Analytical framework 
 
3.2 Towards a two-dimensional framework 
3.2.1 Development of the framework 










Figure 3-2 provides a schematic overview of the development of the analytical 
framework. A commonly made distinction is the one between vertical and horizontal 
approaches. As already made clear in the introduction, the debate on this distinction 
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remains “alive and well” (Storeng, 2014). However, the vertical-horizontal dichotomy 
is problematic because of two main reasons. First of all, the terms are ambiguous, as 
they refer to a wide range of phenomena (Atun, De Jongh, Secci, Ohiri, & Adeyi, 2010; 
Ooms, Van Damme, Baker, Zeitz, & Schrecker, 2008). Second, by framing the debate as 
a dichotomy, one creates the impression that an IHA approach is either ‘vertical’ or 
‘horizontal’, while hybrid approaches are also possible.  
Both shortcomings of the often-used vertical-horizontal distinction also became clear 
during the field work. Respondents often made use of the terms ‘vertical’ and 
‘horizontal’, or related concepts such as ‘appui global’ versus ‘appui partiel’. However, 
the exact interpretations of these terms seemed to differ among respondents, and 
some respondents even explicitly mentioned the confusing nature of these terms. 
Furthermore, the field work also made clear that donors have a large variety of 
approaches that do not fit neatly within the dichotomy.  
In the existing literature, new concepts were already introduced to bring more nuance 
in the debate on vertical and horizontal approaches. For example, some authors aimed 
to go beyond the dichotomy and extended the geometry metaphor by introducing a 
‘diagonal’ approach. Aiming for disease-specific results through improved health 
systems, this approach was considered to be a potential cure for the broader malaise 
of health systems (Ooms et al., 2008). During field work, respondents also often 
referred to this ‘diagonal’ approach, claiming that several donors have become less 
vertical over time but nevertheless not entirely horizontal. Another valuable 
contribution is the one of Chee et al. (2013) who claim that a distinction should be 
made between health system support and health system strengthening. According to 
them, health system support is primarily focused on increasing inputs and would 
include “any activity that improves services, from distributing mosquito nets to 
procuring medicines” (p.86). Health system strengthening on the other hand aims for 
more comprehensive changes to so-called performance drivers, which include “inputs, 
as well as policies and regulations, organizational structures and behaviors that affect 
how well inputs are used” (p.88). Health system strengthening thus needs to go beyond 
providing inputs, it implies a reform of how the health system actually operates. 
According to Chee et al (2013), both health system support and health system 
strengthening are important, and the balance between both approaches depends on 
the specific country context.  
The distinction vertical/diagonal/horizontal and the distinction between health system 
support and health system strengthening provided interesting insights for our 
research, as they make clear that one needs to go beyond a simple dichotomy and that 
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a ‘middle’ approach is also possible. Consequently, I decided that the framework 
should consist of a continuum (step 2 in figure). 
However, this continuum still implies a one-dimensional framework, which does not 
solve the problem about the ‘ambiguity’ of the vertical-horizontal distinction. The 
exploratory interviews in Ethiopia and the DRC as well as a more in-depth review of 
the existing literature on donors’ approaches, made clear that the differences between 
donors cannot be summarized in only one dimension. More specifically, there 
appeared to be varying donor positions on two important dimensions: (1) the focus 
and (2) the state involvement. As will become clear in the empirical country chapters, 
there is not a one-to-one relationship between both dimensions. Consequently, I 
developed a two-dimensional framework which is based on different combinations of 
two continuums (step 3). In the following paragraphs, I will explain these two 
continuums more in depth.  
The focus links with the more conventional interpretations of the vertical versus 
horizontal debate as being specific, narrow and non-integrated versus comprehensive 
and integrated. Given the problematic use of these terms, I prefer to use the terms 
‘issue-specific’ and ‘comprehensive’, which are the two ends of a continuum. Issue-
specific means that the development partner targets one or more specific issues. This 
can be a disease – such as HIV/AIDS or malaria – or a theme such as child health or 
vaccination.  
Moving more to the bottom end of the continuum means that a more comprehensive 
approach is taken, which focuses on improving the overall health system. When it 
comes to the comprehensive focus, literature and policy documents often refer to the 
WHO framework which disaggregates the health system in 6 building blocks, namely 
leadership and governance, service delivery, health workforce, health information 
system, medical products, vaccines and technologies and health system financing 
(WHO, 2007). It is important to stress the relationships and interactions between the 
building blocks, as a focus on only one building block might again lead to isolated 
actions which might weaken the system (De Savigny & Adam, 2009; Swanson et al., 
2010).  
State involvement links to the deeply political question to what extent donors support 
the state and the existing country systems. Although the vertical-horizontal distinction 
mostly concerns the focus of IHA , some authors also use it to denote the extent to 
which donors make use of existing structures. Travis et al. (2004) claim that vertical 
approaches are thought to “use planning, staffing, management, and financing 
systems that are separate from other services”, whereas horizontal approaches are 
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thought to “work through existing health-system structures” (p.901). Furthermore, in 
a forthcoming book chapter on the politics of HSS, “the relative power states and 
private sector actors should have over the stewardship of health systems” is considered 
to be one of the major fault lines in the debate on HSS (Storeng et al., in press.).The 
debate on state involvement stretches beyond the health sector, as it concerns a 
broader debate on the role donors give to the state in their development programmes. 
This debate is also linked with the aid effectiveness agenda and the interpretations of 
ownership and alignment with partner countries’ priorities.  
The dimension on state involvement thus refers to the extent to which donors support 
governmental policies (e.g. national health strategies), existing state structures (e.g. 
Ministry of Health, national procurement systems), or even official policy-makers (e.g. 
members of government). These three dimensions of state involvement can be 
conceptualized at both central and local levels. When donors are situated at the 
extreme left of the state involvement continuum, it means that they do not support 
governmental policies in health, that they bypass existing state structures, and that 
they do not collaborate with the government. Donors situated at the extreme right do 
fully embrace the government’s health strategies, using the existing state structures as 
a regulator and provider of health services, in collaboration with the current 
government.  
While it may seem plausible that both dimensions correlate, it is important to 
analytically distinguish between them. First, this two-dimensional approach allows us 
to clarify the current conceptual confusion around a donor’s IHA approach and to make 
a more precise assessment of it. Second, one could imagine that, at least theoretically, 
donors have opposite approaches on both dimensions. On the one hand, a donor could 
have an issue-specific focus while at the same time closely involving the state through 
collaborating with the government and the existing public health system. This would 
for example be the case if a donor supports the third country government to 
implement its specific HIV/AIDS policy. On the other hand, a donor could theoretically 
have a relatively comprehensive focus which is nevertheless implemented entirely 
parallel without involving the state. This would for instance be the case if a donor is 
supporting NGOs to provide primary health care services, without involving the 
government officials and without taking into account the existing policies and 
structures.  
3.2.2 Historical context 
This analytical distinction and its resulting framework allow us to reconsider the 
decade-long debate on different approaches in IHA. These have been characterized by 
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constant shifts between what should be the focus on the one hand, and the level of 
state involvement on the other hand. In this part, I will give a short overview of the 
most important tendencies over the past decades, linked to the two main concepts of 
the framework.  
Table 3-1 provides a schematic overview of these major trends. The overview starts 
from the WHO’s Alma Ata Declaration, as this strategy is considered to be one of the 
most important milestones in IHA and both literature and policy documents frequently 
refer to it. The declaration was adopted in 1978 at the International Conference on 
Primary Health Care which was organized by the WHO and UNICEF in Alma Ata 
(Kazakhstan) and attended by representatives from all over the world (Maciocco & 
Stefanini, 2007). The declaration classified health as a basic human right and aimed to 
reach ‘health for all’ by 2000.  
Table 3-1: Historical overview focus and state involvement 
 Focus State involvement 
 1978 The Alma Ata Declaration stresses the 
importance of comprehensive 
primary health care.  
The Alma Ata Declaration emphasizes the role of 
the state in the provision of health care and 
formulation of plans. 
1980s Shift from comprehensive primary 
health care to selective primary health 
care. 
Washington Consensus: the structural 
adjustments programmes lead to a diminishing 
role of the state and a focus on economic growth. 
As public services are cut back, donors start to fund 
NGOs to provide service delivery. 
1990s Introduction of sector-wide 
approaches (SWAps): shift from 
earmarked project funding towards 
supporting the whole health sector.  
The Washington Consensus gets replaced by the 
post-Washington Consensus, which pays more 
attention to the role of the state. The SWAps also 
recognise the role of the state in coordinating 
development cooperation.  
2000s The HIV/AIDS epidemic and the 
launch of several Global Health 
Initiatives made the pendulum swing 
back to more issue-specific 
programmes. 
The Millennium Development Goals 
also have a relatively narrow focus.  
Nevertheless, there is an increasing 
critique on the narrow focus.  
On the one hand, the ‘Paris’ principles including 
ownership and alignment imply an important role 
for the state. 
On the other hand, the role of the private sector 
and non-state actors becomes increasingly 




UHC and the Sustainable 
Development Goals broaden the 
focus. 
Waning importance of Paris principles, due to a 
fundamental distrust in the state. 
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Ebola outbreak in Western Africa 
confirms the need for a functional 
health system. 
The state as a ‘facilitator’ of private initiatives 
instead of a regulator and provider of health 
services? 
Focus  
Until the nineteen sixties, international health was mainly focused on fighting diseases, 
building on a Pasteurian approach. The WHO was launched in 1948 and its major 
donors were in favor of specific programmes based on technological interventions 
(Qadeer & Baru, 2016). Soon however, this narrow, technological approach was 
criticized and there was a call for a broader vision on public health. The Alma Ata 
Declaration on Primary Health Care of 1978 articulated the need to focus on basic 
healthcare systems to reach ‘health for all’ by 2000 (WHO, 1978). A horizontal, 
comprehensive approach to health programmes had to tackle the shortcomings of the 
vertical programmes which were only targeted at specific diseases. However, the 
primary healthcare approach was quickly criticized for being too broad and idealistic 
and therefore difficult to implement (Cueto, 2004). Walsh and Warren (1980) proposed 
an alternative approach focusing on a limited number of cost-effective interventions, 
which they called ‘selective primary health care’. This ‘middle’ approach was preferred 
by big donors such as USAID, UNICEF and the World Bank during the 1980s. The latter 
became an increasingly important actor in the global health arena at this time, while 
the power of the WHO started waning.  
During the nineties, there was a shift from earmarked project funding towards 
supporting the whole health sector through sector-wide approaches (SWAps) (Hutton 
& Tanner, 2004; Peters & Chao, 1998). Donors and the government would discuss 
national policy frameworks on health reforms and several donors started to pool their 
finances to implement these policy framework and reforms. The SWAps and pooled 
funds were mainly supported by European donors, as the US did not contribute to 
common funds (Brugha, 2009). 
Around 2000, the HIV/AIDS epidemic and the launch of several Global Health Initiatives 
such as the Global Fund and GAVI made the pendulum swing back to a more disease-
specific focus. Also the MDGs focused on specific health problems, with MDG 4, 5 and 
6 focusing respectively on child health, maternal health and infectious diseases 
including HIV/AIDS, tuberculosis and malaria. This narrow focus however came under 
scrutiny. While Global Health Initiatives have been effective in fighting diseases, critics 
stressed the unintended negative consequences of these initiatives on health systems 
of poor countries (Biesma et al., 2009; Garrett, 2007; Lancet Infectious Diseases, 2007). 
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This critique also became subject of discussion when negotiating the post-2015 
agenda. There was a desire to maintain the progress made in health because of the 
MDGs, but at the same time it was recognized that the MDGs were too narrowly 
focused on specific diseases and themes. Consequently, the concept of ‘Universal 
Health Coverage’ (UHC) became a new important concept in global health. UHC implies 
that everyone has access to the health services they need without suffering financial 
hardship. The concept was identified as a priority in a WHO discussion paper on the 
post-2015 agenda (2012) and later became one of the nine targets of the SDG 3 on 
health. In the midst of the discussions on the SDGs, the Ebola outbreak in Guinea, 
Liberia and Sierra Leone demonstrated that a functional health system is needed to be 
able to fight such outbreaks, which confirmed the need for a broader focus (Gostin, 
2014; van de Pas & van Belle, 2015).  
State involvement 
The Alma Ata declaration emphasized the role of the state in providing health care 
(Maciocco & Stefanini, 2007). Governments were said to be responsible to “formulate 
national policies, strategies and plans of action to launch and sustain primary health 
care as part of a comprehensive national health system” (WHO, 1978). However, soon 
the Alma-Ata principles got “lost in the Bretton Woods” (Paluzzi, 2004). The shift from 
primary health care to selective health care at the end of the 1970s (supra) was 
accompanied by the launch of structural adjustments programmes, which implied a 
‘rolling back’ of the state and a focus on economic growth, also referred to as the 
‘Washington Consensus’. As public services were cut back, donors started to fund 
NGOs to provide service delivery. NGOs were thought to be more efficient and 
effective in reaching the poor, which would give a better value-for-money (Edwards & 
Hulme, 1998; Pfeiffer et al., 2008). 
In the mid and late 1990s the Washington-consensus however came under critical 
scrutiny as the economic reforms involved unacceptably high social costs. The 
sustainability of NGO substitution for the state was called into question, as the growing 
gap in resources between the government and NGOs made state inefficiency a "self-
perpetuating reality" (Farrington and Lewis, 1993, p. 333 in Edwards and Hulme, 1998). 
Furthermore, the proliferation of NGOs led to a fragmentation of services without 
central oversight and a brain drain from public services to NGOs (Pfeiffer et al., 2008). 
In response to these critiques, the World Bank and several other donors started to 
change their policies, which gave rise to the ‘post-Washington consensus’. In addition 
to a growing focus on poverty reduction, the state was again recognised as an 
important actor and a mixed model of state direction and market accumulation was 
promoted (Murray & Overton, 2011). At sectoral level, the SWAps also explicitly 
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mandated the Ministry of Health with the leadership over the coordination process 
(Hutton & Tanner, 2004). In several countries, pooled funds were created which would 
be managed by the Ministry of Health and there was an increasing use of national 
systems for procurement and monitoring. However, as mentioned already, the US did 
not participate in these pooled funds (Brugha, 2009; Hill, Dodd, Brown, & Haffeld, 
2012).  
The 2000s showed a mixed picture when it comes to state involvement. On the one 
hand, the Paris principles on aid effectiveness, including ‘ownership’ and ‘alignment’, 
recognised the role of the state and implied a “handing back of control to the state” 
(Murray & Overton, 2011, p. 312). In 2007, the International Health Partnership was 
launched to put the Paris Principles into practice in the health sector (The Lancet, 
2007). However, on the other hand, the role of capital and the private sector became 
increasingly important in development cooperation. This became very prominent in 
the health sector, given the increased role of private hospitals and clinics, the 
expansion of private-public partnerships, the expansion of ‘philantrocapitalism’ and 
the increased use of commercial discourses and management practices in public health 
(O’Laughlin, 2016). 
The role of the private sector got validated even more in the 2010s. In 2011, the Busan 
high level forum marked the start of a shift from ‘aid effectiveness’ to ‘development 
effectiveness’, which involved a renewed focus on economic growth (rather than 
poverty reduction per se), greater integration of development cooperation and other 
policy domains and a growing recognition of the role of the private sector (Mawdsley, 
Savage, & Kim, 2014). While the state has not been entirely neglected, there seems to 
be a fundamental distrust in the state among powerful donors in global health (Storeng 
et al., in press). Global Health Initiatives such as GAVI and the Global Fund have been 
collaborating with the governments, but the latter are often assumed to play a 
coordinating role rather than a steering or implementing role. Consequently, several 
authors have claimed that the state has become a ‘facilitator’ of private initiatives 
instead of a regulator and provider of health services (Murray & Overton, 2016; 
O’Laughlin, 2016; Qadeer & Baru, 2016).  
3.3 Elaboration of the Framework 
The historical framework presented above sketched general tendencies of donors’ 
positions over the past decades, as being discussed in literature. However, as already 
mentioned in the introduction, little research exists about differences between specific 
donors. Some sources refer to ‘European donors’ as one entity and point at differences 
with the United States (Brugha, 2009; Storeng, 2014), but these do not make a 
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systematic comparison between the approaches of European donors. In order to be 
able to make a more systematic and in-depth comparison between European donors 
and how they are currently approaching the focus and the state involvement of their 
international health assistance, the analytical framework is further refined. Each 
continuum is divided into five separate categories, which results in 25 different ideal-
typical approaches.  
The focus-dimension is displayed as the top-down continuum of the framework and is 
divided into the following five categories:  
Targeted: Particular focus on a specific disease or health problem 
Semi-targeted: Focusing on a particular disease or health problem, but taking 
into account the wider system 
Hybrid: Balancing a focus on specific diseases or health problems with a wider 
focus on the health system 
Semi-comprehensive: Focusing on the overall health system, while still 
prioritizing certain diseases or health problems 
Comprehensive: Holistic focus on the overall health system  
The state involvement is the left-right continuum and is divided into the following 5 
categories:  
Parallel: Working through parallel systems without involving the state 
Semi-parallel: Working through parallel systems while involving the state to a 
limited extent 
Pragmatic: Involving the state to the extent possible and consulting the 
governmental institutions as ‘one of the partners’ 
State-supportive: Using the existing system to a large extent and supporting the 
governmental institutions in developing and/or implementing its plans 
State-entrusting: Entirely supporting the state  
The combination of these two continuums results in 25 different possibilities 
categories. Being ideal types, all these 25 categories are not necessarily expected to 
occur in reality. Especially the categories at the extremities are thought to be less 
common in reality, as donors generally consider them to be either undesirable (entirely 
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targeted or parallel) or unrealistic (entirely comprehensive or state-entrusting). The 
European approaches will thus mainly vary between the middle nine approaches.  
3.4 Application of the framework 
In the following chapters, the framework will be applied to donors’ approaches in four 
partner countries. By focusing on the approaches at country level, the research aims 
to go beyond the HSS approach formulated in policy documents at headquarter level 
(macro-level). Nevertheless, it is not intended to analyze the development and 
implementation of all separate projects or programmes separately (micro-level). 
Rather, we will focus on the meso-level by analysing the general approach of a donor 
within the health sector of the specific country. This general approach can be distilled 
from all the empirical data, by taking into account the self-perceptions and external 
perceptions of donors, the proclaimed priorities in policy documents, the choice for 
certain aid modalities and the underlying reasons to opt for these modalities as well as 
the relative importance of certain projects/programmes over others.  
The classification of donors in the framework is closely related to donors’ preference 
for and use of certain aid modalities. In other words, the choice for certain aid 
modalities determines to a large extent where a donor will be situated in the two-
dimensional framework. Consequently, I will shortly reflect upon the existence of 
different aid modalities and how these relate to the framework.  
During the 1990s and the early 2000s, there was a shift from the conventional project 
approach towards a so-called ‘programme-based approach’. In contrast to isolated 
projects, this implies an increased focus on country ownership, a harmonization of 
donor procedures, a formalized dialogue between donors and the government and 
efforts to increase the use of local systems (OECD, 2006). The above mentioned sector-
wide approach (SWAp) is essentially a form of a programme-based approach operating 
at the level of an entire sector (Ibid.). It implies that “all significant funding for the 
sector supports a single sector policy and expenditure programme, under Government 
leadership, adopting common approaches across the sector, and progressing towards 
relying on Government procedures to disburse and account for all funds” (Foster, 2000, 
p. 9). The central ideas of the SWAp are to increasingly move towards more reliance 
on government procedures and to take into account the whole health sector, which is 
often not the case in stand-alone projects. However, a SWAp can consist of a spectrum 




Linking the different aid modalities to the framework, it seems easy to make general 
statements. Stand-alone projects which are implemented by NGOs are generally more 
issue-specific and have a low level of state involvement, while pooled funds or sector 
budget support will imply a more comprehensive focus and a higher level of state 
involvement. However, it is also important to look at the specific context and set-up of 
donors’ health assistance to determine where they fit within the framework. For 
instance, there can be a large variety in the way NGO projects are being implemented 
or in the specific set-up of a pooled fund or sector-budget support. Furthermore, a lot 
depends on how and why donors are working through a certain aid modality. In the 
following parts, I will reflect more in depth on the use of different aid modalities and 
how they relate to the framework.  
3.4.1 Projects implemented by NGOs, UN agencies or bilateral agencies 
Despite the growing attention among donors for programme-based approaches, the 
majority of aid is still being channelled through individual donor-run projects. This 
means that expenditures are undertaken directly by a donor agency or by an NGO or a 
UN agency on its behalf.  
Very often, these projects are implemented through NGOs. NGOs are often said to 
have a very specific focus, as they implement narrow programmes that serve a certain 
group of people in a certain geographical area for a single health problem (Pfeiffer et 
al., 2008). NGOs focus on those issues that donors think are important, often being 
infectious diseases such as HIV/AIDS. This issue-specific focus is partly linked to the 
increased pressure from donors to produce short-term gains quickly, which causes 
NGOs to focus on those issues or areas where it is easier to achieve these quick results, 
thereby picking the low-hanging fruit (Doyle & Patel, 2008). In addition, working 
through NGOs in general involves a low level of state involvement, and it can be 
considered to be a way of bypassing the government. This act of bypassing the 
government can be seen as a practical necessity, as the public health systems might be 
too weak or plagued by issues such as corruption (Ibid.). Consequently, making use of 
NGOs is considered as a safer and more effective way of reaching the poor. However, 
some also consider this as being ideologically driven, imposing a neoliberal model of 
development with a decreased role for the state, which is considered to be inherently 
inefficient (Doyle & Patel, 2008; Pfeiffer, 2003). Whether it was out of pragmatic or 
ideological reasons, the widening gap between government and NGO resources has 
become a reality over the years. As NGOs were getting large subsidies from donors that 
were increasingly denied to governments, the inefficiency of state institutions became 
119 
 
a “self-perpetuating reality” (Farrington & Lewis, 1993 cited in Edwards & Hulme, 
1998).  
However, working through NGOs does not necessarily lead to an entirely issue-specific 
and parallel approach. There can be a lot of variety among NGOs. Furthermore, a lot 
depends on the expectations of the donor and the extent to which it expects NGOs to 
have a comprehensive focus, to align more with country policies and systems and to 
collaborate with health officials. It will thus be important to investigate how and why 
European donors collaborate with NGOs to decide what implications this has on their 
approaches.  
Besides funding NGOs for service delivery, it is also important to mention that NGOs 
are often supported for doing advocacy activities and being the ‘eyes and ears of the 
society’. As will become clear in the country chapters, donors are often funding NGOs 
to increase the ‘demand side’ for health services, making sure that citizens are seeking 
health services of good quality and that they are holding the government accountable 
for that. While these demand-side projects are implemented by NGOs, this 
nevertheless assumes the importance of the public system and the role of the state as 
a provider and regulator of services. Therefore, it can be considered to be in line with 
a state-supportive approach. When it comes to the focus, variation is possible. Some 
donors are mainly funding NGOs which advocate on certain themes that the donors 
themselves consider important, which then implies a rather issue-specific focus. Other 
donors might take a more holistic view and fund NGOs to advocate on broader health 
system issues.  
Similarly, donors’ cooperation with UN agencies cannot be prima facie designated to a 
certain approach in the framework. Compared to the literature on NGOs, little research 
exists about the approaches of UN agencies in the health sector. However, to some 
extent, working through UN agencies can be considered to be rather similar to working 
through NGOs. Most health-related UN agencies have a rather specific mandate: 
UNAIDS for example focuses on HIV/AIDS, UNICEF on children and UNFPA on sexual 
and reproductive health. By working through these agencies, it is thus assumed that 
the project will have a relatively specific approach. However, when it comes to the level 
of state involvement, one might say that there is a bit more state involvement than is 
the case with NGOs. As will become clear in the country chapters, donors often claim 
to ‘indirectly’ collaborate with the state as the UN agencies which implement their 
programmes collaborate with state-officials. Nevertheless, similar to working through 
NGOs, it is again important to look at the specific manner in which donors collaborate 
with the UN agencies.  
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Sometimes, donors’ health assistance projects are implemented by their own 
development agencies such as DFID or BTC. Often, these development agencies 
collaborate directly with central government agencies or local governments, which 
might imply a higher level of state involvement than is the case when donors work 
through intermediate implementing partners. However, here too, no general 
statements can be made, as there is a huge variety of approaches among development 
agencies and in the extent to which they are paying attention for state involvement. 
The classification on the framework will thus depend on the specific project and on 
why and how donors work through their own development agency.  
3.4.2 Pooled funds and sector budget support 
Pooled funds, sector budget support and general budget support are all aid modalities 
through which there is an increased focus on country ownership, alignment with the 
existing policies and structures and harmonization of donor procedures. Nevertheless, 
there are important differences between them. A pooled fund (also called a basket 
fund or a common fund) means that a number of donors agree to contribute to a 
common fund in support of a certain project, programme or sector. A pooled fund is 
not transferred through the treasury, as the money is transferred to a special account 
which is “reserved for particular purposes identified by an agreement between the 
government and donors participating in the pool” (Handley, 2009, p. 13). Budget 
support is, by definition, ‘on budget’, which means that money is disbursed through 
the national treasury. General budget support (GBS) is defined as a general 
contribution to the overall budget (Koeberle & Stavreski, 2006). Consequently, the 
dialogue between the donors and the government focuses on the overall policy and 
budget priorities. Sector budget support (SBS) is defined as financial aid earmarked to 
a specific sector and the dialogue focuses on sector-specific concerns (Ibid.)22.  
The use of pooled funds and/or SBS in the health sector will be discussed in the 
chapters on Mozambique, Uganda and Ethiopia. Taking into account the analytical 
framework, one could generally state that the use of both SBS and pooled funding to 
our framework implies a high level of state involvement and a comprehensive focus. 
Donors which make use of these modalities will thus rather end up in the bottom-right 
corner of the framework. Nevertheless, the existing literature on pooled funds or SBS 
in the health sector is often focused on specific country settings (e.g. Bartholomew, 
2009; Smith, 2009; Visser-Valrey & Umarji, 2010). As the exact format of a pooled fund 
                                                   
22 As will become clear in the country chapters, the use of these terms can sometimes be confusing. As 
donors often have different interpretations of these terms, some donors claim to do ‘sector budget 
support’, while according to the above-mentioned definition their aid modality would be classified as 
a pooled fund.  
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or SBS can vary quite a lot depending on the specific context, it is important to take 
this context into account when classifying donors’ approaches.  
When it comes to the specific differences between pooled funds and SBS, it is generally 
assumed that SBS is the most-aligned aid modality, as money is channelled through the 
treasury (Handley, 2009; Williamson et al., 2008). Consequently, one could say that 
this would lead to a higher level of state involvement. While pooled funds are often 
thought to be a good mechanism to strengthen countries’ policies and systems, 
Williamson et al. (2008) claim that these funds are often poorly conceived and 
designed and consequently overshadow or even replace the domestic systems that 
already existed. The efforts of donors and the lead institution often focus solely on the 
design and the management of the common fund, while attention is diverted away 
from the real sector policy issues and the strengthening of the mainstream systems. 
When it comes to the focus, one could assume that SBS in general entails a more 
comprehensive focus than pooled funds, as pooled funds are more likely be restricted 
by certain rules about where the money should be going to. However, this – again – 
depends on the specific nature of the pooled fund within the country.  
Regardless of the classification of SBS and pooled funds on the framework, there are 
several reasons why the use of a pooled fund would be preferred by donors over SBS. 
First, donors often prefer a pooled fund if the recipient country systems are too weak 
for a shift to budget support. A pooled funding is then regarded as a sort of transitional 
modality to prepare the systems for SBS. The preference for one or the other modality 
of state officials also plays a role, but here there is often a dissension between the 
different Ministries. In general, Ministries of Finance are more likely to prefer budget 
support, while the line Ministries such as the Ministry of Health mostly prefer the 
sector-specific support (Koeberle & Stavreski, 2006). The latter want to avoid the 
unpredictability, inflexibility and difficult reporting associated with funding through 
the treasury (Williamson et al., 2008). Furthermore, similar to project funding, pooled 
funds often result in specific perks for certain individuals working in the Ministry of 
Health, including salary top-ups, vehicles or travel and training opportunities (Ibid).  
As the field research for this dissertation has only focused on sector-specific aid, I will 
not elaborate in depth on the use of general budget support (GBS) and the implications 
of this modality on donors’ international health assistance approaches. Nevertheless, 
some reflections on the use of this aid modality can be made here. As donor countries 
have little control over the use of the funds, it has sometimes been assumed that GBS 
would have a negative effect on government health expenditures. Nevertheless, some 
cross-country studies have countered this critique by showing that in several countries, 
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receiving GBS has had a positive effect on government health expenditures 
(Alavuotunki, 2015; Antunes et al., 2010). These studies, however, again acknowledge 
that a lot depends on the specific context, which makes it rather difficult to make 
general statements about the impact of GBS on the health sector. Furthermore, the 
participation of health sector policymakers in GBS negotiations is mentioned as an 
important prerequisite for Ministries of Finance to release additional funds to health 
priorities (Antunes et al., 2010). As stated by Williamson et al. (2008), there should be 
an appropriate balance between GBS and sector-focused aid. While GBS can foster 
central processes such as budgeting and public financial management, sector-focused 
aid is needed to draw attention to sector-specific policies and systems which are not 
covered by these central processes.  
3.4.3 Final methodological notes 
One of the challenges in analyzing the donors’ approaches has been the fact that 
European donors fund a partner country through several aid modalities, often 
involving complex ‘aid chains’. Most of the time, European donors have their own 
bilateral programme within a country, which is followed by their delegation and can be 
implemented through several aid modalities. For example, very often donors combine 
support to a pooled fund with some more targeted projects implemented through 
NGOs or local UN agencies. In addition to programmes that are directly followed and 
monitored by the delegation, other projects or programmes can be funded through 
core-support or project-support from the headquarters level via other budget lines. 
Furthermore, at headquarters level, bilateral donors also fund multilateral 
organizations such as the Global Fund, GAVI, the World Bank and UN agencies. These 
organizations have their own programmes at country-level, which often involves a 
collaboration with local partners such as NGOs, which then subcontract or collaborate 
with other NGOs, resulting in a much more complicated aid chain. As one respondent 
admitted, “it is confusing not only for you and others, it is also sometimes confusing for 
us, because we are not aware of all the financing that comes” (DRC-15).  
Taking into account this complexity, the following four chapters will classify donors’ 
approaches based upon their bilateral health programmes within the country. This 
mainly involves the programmes that are directly followed-up by the local delegations, 
but might also involve some programmes/projects that are funded through core-
support or project-support from the headquarters level. By taking into account several 
policy documents, data from interviews at country level as well as additional 
information on donors’ websites, I have endeavored to capture a picture as complete 
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as possible about donors’ bilateral activities in the health sector. Based on all this 
information, an overall approach could be attributed to the donor.  
Importantly, the country chapters do not focus on European IHA brought to the 
country through multilateral organizations that receive funding at headquarters level, 
because this would be too complex23. However, interviewees often referred to these 
multilateral contributions and more specifically to the fact that European donors apply 
certain principles in their own programmes, but that they at the same time fund other 
organizations (via multilateral HQ funding) which do not apply these rules. One of the 
organizations which was often referred to was the Global Fund. Consequently, it has 
been decided to write a separate chapter about the relation between European donors 
and the Global Fund (chapter 8). While it focuses on the debate on health system 
strengthening, this chapter however does not make explicit use of this analytical 
framework to classify donors’ approaches.  
                                                   
23 One exception is the analysis of the French approach in the DRC, as it turned out that the local French 
delegation focuses particularly on the follow-up of Global Health Initiatives.  
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4. European donors in the DRC  
4.1 Background 
4.1.1 Political Background 
The DRC is a least-developed country in with a population of 78,736,153 people and a 
GDP of USD 35.382 billion (World Bank, 2016a). In light of the scramble for Africa, the 
Congolese territory became a colony under personal rule of the Belgian king Leopold 
II, who acquired the rights to the territory at the Conference of Berlin in 1885. In 1907, 
Congo Free State was placed under Belgian rule following protests over the mass-scale 
atrocities on the Congolese people carried out during Leopold’s control over the 
territory. Sooner than expected by the Belgian powers, the country became 
independent in 1960. Following elections, Lumumba became prime minister and 
Kasavubu became president. Nevertheless, this short-lived democratic regime was 
soon followed by a period of political conflict, during which Lumumba was assassinated 
and army chief Mobutu seized power. Mobutu officially became president in 1965, 
which was the start of thirty-two years of “authoritarian kleptocracy” (Matti, 2010, p. 
49). In the early nineties, the economic and political situation deteriorated and ethnic 
tensions exacerbated. Backed by Rwanda and Uganda, Laurent Kabila was able to 
overthrow Mobutu in 1997. Soon after, his regime was again challenged by rebel 
movements backed by Rwanda and Uganda, which led to a civil war. In 2001, Laurent 
Kabila was assassinated and his son Joseph Kabila became president.  
The civil war ended in 2003, but the country is still very fragile. Conflict remains in the 
Eastern parts of the country, resulting in a humanitarian crisis. Joseph Kabila was 
elected in 2006 in the first multi-party elections in four decades. In 2011, Kabila was  
re-elected in controversial elections (Mavungu, 2013). His second and final term 
officially ended in December 2016 but fresh elections were not held. Proposed changes 
to electoral law to allow president Kabila to remain in power resulted in street protests 
and a deteriorating situation. In late 2017, elections were scheduled for the end of 
2018. As can be seen in annex 1e, DRC scored low on all governance indicators in 2016 
and little progress was made over the past decade.  
4.1.2 Donor-recipient relations 
The history of civil war, the lasting conflict and humanitarian situation in Eastern Congo 
as well as wide-spread corruption, have made the DRC a very difficult context for 
development cooperation.  
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During the Mobutu period, corruption and patronage became established as the 
“socially-accepted cornerstones of the Congolese political tradition” (Matti, 2010, p. 
49). During the cold war, Western countries’ interests in the DRC made that aid 
continued despite severe mismanagement, accumulating debts and human rights 
violations (Bourque & Sampson, 2001). In the early nineties, however, Western 
countries decided to distance themselves from Mobutu, following the end of the Cold 
War and the deteriorating economic and political situation in the country. Several 
donors suspended their development assistance and reoriented (part of) their funds 
to humanitarian programmes implemented by NGOs, circumventing the government.  
The replacement of Mobutu by Laurent Kabila was initially perceived by some Western 
donors as a strong enough improvement to start thinking about relaunching their 
development aid, but as a new political crisis emerged they decided to wait for better 
times (Bourque & Sampson, 2001). When Joseph Kabila came into power in 2001 and 
progress was made on several fronts, donors relaunched their development 
programmes and there was certain optimism to move slowly into the direction of more 
systemic development cooperation. 
However, established as a pillar of the Congolese political tradition in the Mobutu 
period, corruption and patronage continued to be entrenched in every level of the 
administration under Kabila (Matti, 2010). With a score of 21, the country was ranked 
on the 156th place of the corruption perception list of Transparency International in 
2017, which is the worst score of the 4 selected countries (see annex 1e). While 
development partners have conditioned their aid upon democratic reform, the ruling 
elite has only accepted such reform insofar as it does not imply a significant challenge 
to the established system of patronage networks. Aid has certainly helped to rebuild 
the country and provided the necessary humanitarian aid, but it has also created 
several unintended perverse effects. Matti (2010) claims that foreign aid has actually 
undermined the establishment of strong democratic institutions, as the (limited) 
democratic reforms have only been based on aid-linked pressure from development 
partners rather than on “groundswell of popular support” (p.54). At the same time, the 
absence of a functioning government made that several donors have replaced the 
function of the state by providing service delivery themselves. Aid projects have also 
drawn resources away from essential state functions, as the salaries offered by donor 
projects are much higher than those available in the public sector. The principles of aid 
effectiveness have been very difficult to adhere to in the DRC. One of the most 
important reasons for this might be that these principles can only be implemented in 
case there is a basic level of capacity, legitimacy and ownership of the Congolese 
government, which in reality has not been present (Reardon, Jensby, Boesen, Tian, & 
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Malinak, 2012). Consequently, there is a risk of a vicious circle where the lack of a 
functioning state results in development cooperation projects which further 
undermine the development of a functioning state.  
4.1.3 Health context 
DRC is currently ranked 176th out of 187 countries on the human development index 
and has alarming health indicators (see annex 1a for full overview of indicators). The 
country has very high infant, child and maternal mortality rates, with 74.5 infants dying 
per 1000 live births, an under-five mortality rate of 98.3 per 1000 live births and a 
maternal mortality ratio of 693 per 100 000 live births. The burden of malaria is very 
high, with 106.6 deaths per 100 000 people due to malaria. There have also been 
severe problems with human resources for health. While over the years, there has 
been an uncontrolled multiplication of both training and health care facilities, the 
quality of these facilities is dubious and many health workers are not or not well paid, 
which makes poor staff motivation a severe problem. Government spending in the DRC 
on health has been very low. Proper data is missing, but according to the PNDS 2016-
2020, 4.2% of the State-Budget went to health in 2013 (Ministry of Health DRC, 2016). 
According to the Global Health Observatory Data Repository, 39 % of the total health 
expenditure in the DRC came from external resources in 2015 (see annex 1c).  
The DRC used to have a zone-based health system (based on networks of health 
centers around hospitals). In 1984, a health policy and strategy was developed and in 
1985 the division of the country in health zones was completed (Ministry of Health 
DRC, 2006). However, the health system’s performance today is worse than it was 
before 1985, due to several years of conflict. The emergency situation in the 1990s led 
to ad-hoc, uncoordinated and vertical interventions without a consistent approach, 
which in turn led to the disintegration of the health system. Since the early 2000s, the 
country has received an increasing amount of DAH, but donors largely used parallel 
systems which posed several problems for an already fragile health system. The health 
system became disintegrated and health zones became “a hotchpotch of actions and 
actors whose prime concern is to offer a high profile to donors rather than to meet the 
expectations of the target populations” (Ministry of Health DRC, 2006, p. 8).  
In 2006, the Ministry of Health adopted a sector strategy named the Stratégie de 
Renforcement du Système de Santé (SRSS), which was developed in collaboration with 
the development partners. The SRSS mentioned that the foreign partners were funding 
actions which were “inconsistent with the development of a sustainable health service” 
and that “too many resources are devoted to attaining short-term goals” (Ministry of 
Health DRC, 2006, p. 3). Consequently, the aim was to rebuild the health system and 
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to reaffirm “primary health care as the foundation of health policy and the health zone 
as the operational unit for the health service in the Democratic Republic of the Congo” 
(Ministry of Health DRC, 2006, p. 4). The SRSS has 6 lines of action: (1) revitalization of 
the health zones, (2) reorganization of the central and intermediate levels, (3) 
rationalization of health funding, (4) strengthening intra- and intersectoral partnership, 
(5) development of human resources for health and (6) improving research into health 
systems. 
The SRSS has been operationalized through 5-year national plans, entitled the ‘Plans 
Nationaux de development sanitaire’ (PNDS). Both the PNDS 2011-2015 and the PNDS 
2016-2020 focus mainly on the development and strengthening of the health zones 
and on the improvement of the governance of the sector (Ministry of Health DRC, 
2011, 2016). 
The Congolese health system is structured along three levels. The central level exists 
out of the Cabinet of the Ministry, the Secrétariat Général with its directorate-generals 
and specialized programmes, the Inspection Générale de la Santé and the national 
hospitals (Ministry of Health DRC, 2016). The main responsibility of this level is to 
define the policies and strategies. There used to be 13 directorate-generals and 52 
specialized programmes, which resulted in difficulties for coordination and led to 
overlapping tasks and responsibilities (Ministry of Health DRC, 2006). Consequently, 
the PNDS 2011-2016 mentioned that the central level would be reformed 
administratively by reducing the amount of directorate-generals (Ministry of Health 
DRC, 2016).  
The intermediate level concerns the provinces, and includes the provincial health 
ministers, the Divisions Provincials de la Santé (DPS), the Inspections Provinciales de la 
Santé and the provincial hospitals (Ministry of Health DRC, 2016). There are 11 
Inspections Provincial de la santé and 26 Provincial ministers for the DPS. The main 
responsibility of the provincial level is to implement the policies which have been 
developed at central level and to support the health zones in order to provide health 
services to the population.  
The third level is the peripheral level and concerns the 516 health zones, which are the 
operational units through which primary health care is provided. A health zone 
theoretically covers 100,000 to 150,000 people and has a hôpital général de référence 
which offers the paquet complémentaire d’activités. Each health zones is divided into 
health areas with a centre de santé which covers about 5,000 to 10,000 people and 
offers the paquet minimum d’activité.  
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4.1.4 Health assistance context 
Numbers 
Figure 4-1 provides an overview of all DAH to the DRC by source since 1990. The DAH 
started to increase a lot since 2007, one year after the launch of the SRSS. Similar to 
other partner countries, the relative importance of EU donors decreased over time. 
While EU donors were responsible for 65% of total DAH to DRC in the period 1990-
1999, their relative importance decreased to 55% in the period 2000-2009 and further 
decreased to 41% for the period 2010-2016. At the same time, the relative importance 
of the US increased (though less spectacular than in other partner countries) from 
respectively 28% over 22% to 35%. The BMGF and other OECD-DAC donors (mainly 
Japan) also became more important over the years.  
Figure 4-1: DAH DRC 1990-2016, by source (IHME, 2018) 
 
Since 2000, there have also been important changes in terms of the channels through 
which DAH has been provided. Figure 4-2 provides an overview of all DAH to the DRC 
by channel since 1990. As shown in the figure, most funding used to be channelled 
through bilateral EU and US channels in the 1990s. Since the mid-2000s, however, the 
Global Fund and GAVI have become very important donors in the DRC. In addition, 
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Figure 4-2: DRC DAH 1990-2016, by channel (IHME, 2018) 
 
Figures 4-4 and 4-5 provide a more detailed overview of all DAH to the DRC for the 
most recent period (2012 until 2016), respectively by source and by channel. Similar to 
other partner countries, the US was by far the biggest source of DAH (providing 37.3% 
of total DAH), followed by the UK (18.6%) and Belgium (5%). Over this period, 39.6 % 
of all DAH to the DRC came from EU sources. When it comes to the channels, the Global 
Fund was the biggest channel 27.2% of total DAH), followed by international NGOs 
(26.5%), GAVI (14.4%) and NGOs (9%).  























































































































Bilateral US channel BMGF GFATM
GAVI NGOs International NGOs
Bilateral EU channels (incl EC) World Bank IDA Other Bilaterals
other


















Figure 4-4: Top 15 Channels DRC DAH 2012-2016 (IHME, 2018) 
  
 
Figure 4-5: EU donors DAH for the DRC 2012-2016 (IHME, 2018) 
 
Figure 4-5 provides an overview of the financial contributions of the most important 
European donors in the health sector of the DRC, distributed by channel. As mentioned 
in the introduction, the country chapters are focusing on the approaches of European 
donors that assigned health as a focal sector in the partner country. Currently, this is 
the case for four European donors in the DRC: the EU, the UK, Belgium and Sweden. 
Additionally, France mainly contributes through the Global Health Initiatives and 
closely follows their work in the DRC. The EU is not included in figure 4-5, as it concerns 
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a channel rather than a source, but figure 4-4 shows that the European Commission 
was the 7th biggest channel of DAH in the DRC. As can be seen in figure 4-5, Germany 
was also an important European donor in the health sector of the DRC. However, 
health is no longer a focal sector for them, which is why it will not be included in the 
analysis.  
Coordination fora 
The absence of leadership by the Congolese Ministry of Health continues to be a major 
problem and the aid architecture has been very much led by international donors. 
However, there have also been several initiatives to better align and coordinate 
donors’ health support.  
Since 2001, European donors have played an important role in trying to coordinate 
their development cooperation in several sectors in the DRC. The embassy of Germany 
was responsible for the donor coordination group on health, named the Groupe 
Thématique Santé. Soon, it was decided to expand the coordination efforts to other 
bilateral and multilateral donors as well. After the development of the SRSS in 
2005/2006, the development partners pledged to align with this strategy by adopting 
a common declaration (GIBS, 2006). At the same time, the Groupe Thématique Santé 
was relaunched as the Groupe Inter Bailleurs Santé (GIBS). In the renewed terms of 
reference, it was stressed – among other things – that: (1) the GIBS members support 
the coordination efforts from the government side, (2) coordination should go beyond 
the stage of simple information sharing, and (3) effective coordination is even more 
necessary given the start of several new financial initiatives (such as the Global Fund, 
the EDF, some programmes from the World Bank, etc.) (GIBS, 2005). The GIBS has been 
led by a rotating presidency24 and has been supported through a permanent 
secretariat, which is considered to be the institutional memory of the organization. The 
GIBS meets on a monthly basis and has additional meetings among the members of 5 
thematic sub-groups25. 
In addition to the GIBS, which coordinates among development partners only, the 
Ministry of Health has also put in place a steering committee for the SRSS, named the 
Comité National de Pilotage du Secteur de la Santé (CNP). This committee is chaired by 
the MOH and exists of governmental and non-governmental actors. At provincial level, 
                                                   
24 Thus far, the group has been chaired by Belgium (2006-07), Canada (2008-09), the European Union 
(2010-11), the US (2012-13), UNICEF and vice-chair DFID (2014-15), DFID (2016-17) and the EU (since 
March 2017). 
25 The sub-groups are (1) human resources, (2) medicines, (3) health service delivery, (4) health 
financing and (5) governance and decentralization. 
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there are steering committees as well, named the Comités Provinciaux de Pilotage 
(CPP). In theory, the CNP and CPP should be the leading organizations in coordination 
health assistance, but as these platforms are not working well, most respondents 
mentioned that most of the coordination discussions take place among donors in the 
GIBS. Several respondents considered this as problematic, but acknowledged that this 
is the only option given the weak leadership of the Ministry of Health. Yet, donors try 
to support and strengthen the CNP. Furthermore, the sub-groups of the GIBS 
correspond with the technical committees within the CNP, which enables collaboration 
between the two initiatives.  
Overall, the GIBS is perceived as a very important instrument to better coordinate and 
align health assistance. Several interviewees mentioned that the GIBS is working much 
better than coordination platforms in other sectors in the DRC and therefore it is 
considered as exemplary within the country. In 2014, a charte de partenariat was 
signed by all partners, which aimed to define "les principes et les mécanismes qui 
guideront la conduit des bailleurs de fonds réunis au sein du GIBS” (GIBS, 2014, p. 2). 
Most interviewees were very positive about this achievement, as the principles were 
quite far-reaching. The GIBS has also moved forward on topics such as the 
harmonization of payment of the primes and per diems26 and the development of 
contract uniques27 to coordinate the health assistance at provincial level. Another 
debate has been the procurement and distribution of medicines, which will be 
discussed more in depth below. While it has often been difficult to reach consensus 
among donors and with the Ministry, progress has been made on all these issues, often 
resulting in written agreements. However, several respondents made clear that these 
agreements are not always adhered to by all donors, thus implying that they remain 
dead letter (DRC-33, DRC-36, DRC-37 & DRC-40).  
                                                   
26 Per diems (also referred to as Daily Substance Allowance) are paid to government officials when they 
have to go outside the capital, to cover costs for their accommodation, etc. Primes are salaries for 
health workers or officials paid by donors. Due to a diversity of rules and a lack of transparency, these 
payments often created perverse effects. For example, officials would prefer to go on a mission with 
certain donors over other donors, or certain health workers were paid double. Consequently, 
coordination on these issues was highly needed. 
27 The contract unique is a common document agreed upon by the DPS and all donors active in a 
province, which has the main objective of “fédérer les moyens dans une vision harmonisée autour des 




4.2 Analysis of donors’ approaches 
4.2.1 General overview 
Since the beginning of the years 2000, humanitarian approaches in the health sector 
have gradually been replaced with more systemic approaches. Consequently, most 
donors have moved away from the entirely targeted parallel approach (the upper-left 
side of the framework). However, the Congolese context remains very fragile, making 
it the most difficult context of the four selected partner countries. Consequently, the 
existence of and discussion on the different approaches on health assistance are even 
more prominently present in the DRC than in other countries: “c’est exactement la 
même chose dans les autres pays, sauf qu’ici c’est multiplié par X fois” (DRC-19). 
On the one hand, all donors seemed to agree that there is a need for comprehensive 
support which is in line with the national systems and structures. Discussions within 
the GIBS have played an important role in creating this common sense. Almost all 
respondents mentioned that their approaches have shifted more towards HSS over the 
last years. On the other hand, however, several respondents spontaneously referred 
to the existence of various opposing approaches among the donors, as is exemplified 
by the following quotes:  
“Il y en a qui disent qu’il faut s’occuper de l’ensemble du système […]. Et il y en a qui disent 
qu’on perd du temps en essayant de s’occuper d’ensemble du système, il faut prendre un 
problème et essayer de le résoudre, pour avoir des résultats.” (DRC-26) 
“L’appui global, c’est que vous apportez toutes les ressources nécessaires pour qu’une zone de 
santé puisse fonctionner. […]. À côté de ça, il y a un appui partiel, c’est que vous financez un 
aspect particulier dans la zone de santé.” (DRC-24) 
“Donc il y a la partie de ceux qui pensent qu’il faut résolument appuyer le système. […]. Et puis, 
vous avez ceux qui disent, bah non, l’état est tellement faible, le système est tellement mauvais 
[…], donc on va faire tous seuls, sans personne et comme ça on va sauver des vies. Mais on n’a 
pas le temps de s’occuper du renforcement de l’état.” (DRC-19)  
Several respondents complained that despite the rhetoric adherence to HSS by all 
donors, very little has changed in practice. Consequently, it became clear that there is 
no consensus on the exact interpretation of HSS, neither is there agreement on the 
extent to which HSS is possible in a fragile context like the DRC. One of the respondents 
nicely summarized that donors’ approaches vary between ‘building a system before 
you can use it’ and ‘putting your money in whatever exists’.  
“In theory everyone wants to support the health system, in practice many are not doing it, they 
are even disturbing it.” (DRC-21) 
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“I know the consensus is among all donors to strengthen the system. I think if there is a 
difference, it might be philosophical, in terms of what it might mean to strengthen the system. 
[…][One interpretation might be] that you have to build a system, you have to have physical 
and functioning processes and procedures before you can start to use it. […] Maybe another 
interpretation could be [..] that you put money in whatever exists. And regardless of the risks, 
you put your money there and somehow that strengthens the system. (DRC-27)  
The fact that everyone claimed to do HSS made it challenging to classify the donors. 
However, by asking donors to clarify what is understood under HSS as well as by 
listening to external perceptions on other donors, it became more clear how the 
donors’ different approaches relate to each other. To a certain extent, the transatlantic 
divide which was discussed in literature (Storeng, 2014), seemed to be present in the 
DRC. European donors seemed to agree that they share a similar vision on health care, 
based on a relatively comprehensive approach that is broadly aligned with the national 
systems. They are opposing their approach with the ‘American’ approach of USAID, but 
also of the Global Fund and GAVI (which receive a lot of funding from the US as well as 
from the Bill and Melinda Gates Foundation). USAID is perceived to be working in a 
quite issue-specific and parallel manner, because USAID’s main way of working is 
through implementation partners – mainly American NGOs or foundations – which 
often have a very specific focus and work according to a more ‘market’-based 
approach. They have also shifted a bit towards a broader focus and more institutional 
strengthening over the years, but their approach is still considered to be largely 
different from the ‘European’ approaches. Additionally, the Global Fund and GAVI are 
perceived to be working still relatively parallel and issue-specific (see chapter 8 for a 
more in depth discussion on the Global Fund). The following quotes illustrate this 
‘transatlantic divide’ : 
“Donc il y a un langage dans lequel on se comprend, je pense, surtout avec les Etats-Membres. 
On a quand même une vision de la santé globale qui est très différente de celle de l'autre côté ́
de l'Atlantique. Ce sont des discussions que j'avais eues plusieurs fois avec la Banque Mondiale, 
avec USAID, de dire que la santé n'est pas un moyen qu'on peut acheter, ce n'est pas 
commercialisable. Je pense qu’au niveau de l'Europe, quel que soit le pays, c'est quand même 
dans l'ensemble une vision qui est partagée. On ne peut pas faire du commerce avec la misère 
des gens, voilà̀, avec les besoins essentiels. Eh bien, en discutant sur cette question-là̀ avec 
plusieurs partenaires de l'autre côté ́de l'Atlantique, ils n'étaient pas d'accord du tout, hein.” 
(DRC-33)  
“L’UE, ils ont été beaucoup plus impliqués dans le pays, et les Belges aussi. Donc [ils ont ] une 
tradition de travailler sur le terrain, une connaissance technique plus forte et pas les mêmes 
intérêts commerciaux. De nouveaux partenaires, comme GAVI, FM, n’ont pas d’expérience dans 
le pays, pas la même manière d’intervenir, ne respectent pas les structures nationales. Donc [ils 
ont] des modalités très différentes. Un peu pareil pour le USAID. Tout est déjà créé. L’UE ne 
travaille pas comme ça.“ (DRC-35) 
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However, as this research will show in the following parts, a division between European 
and American approaches does not do justice to the complexity of the reality on the 
ground, as there are several differences between European donors as well.  
A striking example of the differences in approaches in the DRC is the debate on the 
procurement and distribution of medicines. In 2002, the Ministry of health and the 
development partners have developed a national system for procurement and 
distribution of medicines, the so-called Système National d’Approvisionnement de 
Médicaments Essentiels (SNAME), which has been coordinated by the Programme 
National d’Approvisionnement en Médicaments essentiels (PNAM). This system has 
been based on two principles: (1) centralization of purchases through the FEDECAME 
(Fédération des Centrales d'Approvisionnement en Médicaments Essentiels) and (2) 
decentralization of distribution through so-called Centrales de Distribution Régionales 
(CDRs).  
Some donors have been supporting this national system and are making use of it in 
their programmes. However, as there have been several problems with the system, 
most donors have not. In essence, this debate revolves around the distinct ways donors 
deal with the trade-off between a more secure and cost-effective but non-sustainable 
way of procuring drugs through parallel systems on the one hand, and a more 
sustainable way of working through the FEDECAME system, which is nevertheless more 
costly and comes with fiduciary and delivery risks, on the other hand. While some 
donors think one should invest in the existing system, other donors consider the 
system too weak to make use of. However, opponents of HSS claimed that by not using 
the system and making use of parallel systems, the government system has no way of 
improving and – on the contrary – it got destroyed.  
“Le drame maintenant, c’est qu’une boutique qui n’a pas de clients, bien, elle ferme” (DRC-33) 
In 2014, the GIBS agreed on a Charte de Partenariat, in which donors agreed on certain 
principles to better coordinate and align their actions. Within this document, it was 
also concluded that donors would make use of the SNAME: “l’appui et l’utilisation du 
système national d’approvisionnement budgétaire à la santé et l’amélioration de son 
taux d’exécution”. Nevertheless, this engagement still needed to be put into practice.  
In 2015, the Plan National stratégique for the SNAME expired and a new one needed 
to be developed. The GIBS donors hired consultants to assist the government in 
developing the new plan. However, several donors – especially those who were 
strongly supporting the use of the national system – claimed that the document was 
completely contradictory to what should be done and some felt that the strategy 
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would actually weaken the system rather than strengthen it, as it was taking a liberal 
approach and wanted to focus more on involving private actors.  
“[this study was] drafted by some American consultants, chosen by USAID and the Global Fund 
and others. It is a total disaster. There is a big fight within donors”. (DRC-21).  
“Le document disait que la RDC n’a pas de système. Les consultants ne connaissent pas le 
système, ni le pays!” (DRC-35)  
This led to a severe discussion among the donors, and it was difficult to reach a 
consensus within the sub-group medicines of the GIBS. In the end, it was agreed to hire 
new consultants, who had more experience with the Congolese context. Based on this 
new consultancy study, a new strategy was developed which would enable all actors 
(the government, the donors as well the implementing partners) to align to the same 
system. Nevertheless, it remains to be seen to what extent donors and implementing 
partners will abide to the agreement.  
4.2.2 Synthesis of European donors’ approaches 
Despite the fact that European donors tend to see similarities between themselves and 
consider their approach to be entirely different from the ‘American’ approach, my 
research shows that there is quite some variation among EU donors.  
Figure 4-6 shows the classification of European donors’ approaches according to the 
analytical framework. Belgium, the EU and the UK have a semi-comprehensive 
approach, aiming to build and strengthen the entire system, while also having some 
programmes with a more specific focus. Belgium and the EU also have a similar 
approach when it comes to the level of state involvement: despite the extremely fragile 
context, they are still state-supportive, as they work as much as possible through the 
existing structures and collaborate with the state institutions. The UK has a more 
pragmatic stance when it comes to state involvement, as they also use the state system 
to the extent they think it is still feasible without having too high fiduciary or corruption 
risks. Sweden has a similarly pragmatic approach as they do not want to directly 
collaborate with the state, but prefer to work through UN agencies which indirectly 
involve the state. Sweden’s focus is hybrid, as it has a specific focus on SRHR but 
assume that this can only be achieved through improving the wider health system. 
France has a particular focus: being important funders of Global Health Initiatives such 
as the Global Fund and GAVI, it pays special attention to influencing and following up 
the activities of these funds in the DRC. While these organizations are perceived as 
having a targeted approach and often work through parallel systems, France has a 
137 
 
semi-targeted and pragmatic approach as it advocates to take into account the wider 
system as well, and to collaborate more with the state.  
In the following paragraphs, I will discuss the individual European donors’ approaches 
more in depth. Each section will start with a paragraph (in bold) which summarizes the 
main elements that are explained in the section as a whole. As mentioned in the 
introduction, interviews were conducted in November and December 2015 during field 
research in Kinshasa and additional interviews were conducted over Skype between 
January and May 2017. Consequently, the main findings relate to this period and the 
years before. I do not elaborate on things which might have changed after mid-2017.  
Figure 4-6: European donors’ IHA approaches in the DRC – application framework 
  
4.2.3 Belgium 
Belgium’s approach is semi-comprehensive and state-supportive. The programmes 
of the Belgian Technical Cooperation (BTC) have aimed to support the health system 
at all three levels and have been focusing a lot on strengthening state institutions. 
Belgium has also supported several NGOs active in the health sector and the Belgian 
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embassy has made several efforts to establish a relatively comprehensive and state-
supportive approach. Nevertheless, the Belgian approach in the health sector has 
been internally contested, as became clear in the debate that followed the decision 
to exit the health sector in 2013. In the end, the decision on the exit was reversed, 
but the debate on the Belgian approach remains ongoing.  
The Belgian presence in the Congolese health sector dates back to colonial times. 
Before and after independence, Belgium – especially the Antwerp Institute of Tropical 
Medicine – has played an important role in the development of the Congolese health 
system (Simoens, 2014). After the war in the 1990s, BTC started to implement a direct 
bilateral health programme, which consisted mainly of disease-specific projects 
focusing on tuberculosis, HIV/AIDS and sleeping sickness (Bossyns, Bosmans, de 
Milliano, & Verle, 2013). However, soon Belgium moved towards a more 
comprehensive approach which focused a lot on institutional strengthening. Since 
2006, when the SRSS was launched, the Belgian programme has mainly focused on 
supporting this reform agenda, by strengthening the health system at national, 
provincial and local levels.  
Until 2013, the programmes of BTC aimed to support the health system at all three 
levels (Bossyns et al., 2013, DRC-3, DRC-8). At the national level, Belgium played a very 
important role in supporting the Departement d’études et planification (DEP), which is 
responsible for the development and implementation of the reform strategy. In 
addition, the Départment de lutte contre les maladies (DLM) got supported and 
Belgium focused a lot on developing and strengthening the national policy on the 
purchase and procurement of medicines. At the provincial and the local level, Belgium 
supported the reforms in four provinces and a selected amount of health zones within 
these provinces. Next to investments in infrastructure and supplies, the main focus was 
on institutional strengthening, by –among other things – selecting the personnel for 
the DPS and introducing a new financing system (tarification forfetaire). Lastly, Belgium 
also supported the implementation of the national programme to fight 
Trypanosomiase (sleepness sickness). Unlike the other programmes, the latter was a 
more disease-specific programme. In addition to the programmes of BTC, the Belgian 
assistance through NGOs – or non-governmental actors (NGAs) more broadly, which 
also includes actors such as academic institutions – , continued as well. There is a large 
variety among the Belgian NGAs in the health sector of the DRC (DRC-31). Most of them 
support health zones and hospitals, which implies a comprehensive support aligned 
with the government plans. However, some NGAs also focus on more specific themes 
(such as leprosy, tuberculosis) or populations (such as disabled people or victims of 
sexual violence). Given the comprehensive focus of most of the programmes and the 
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existence of some more specific programmes, the Belgian approach could be classified 
as semi-comprehensive. As there was a strong focus on strengthening the existing 
structures and collaborating with the state institutions, the level of state involvement 
could be considered to be state-supportive.  
However, starting in 2009, an intense debate took place on a Belgian exit from the 
health sector. Following the EU Code of Conduct on Division of Labour, Belgium 
decided to focus their future support in the DRC on only three sectors: agriculture, 
roads and education. Consequently, health was not any longer a focal sector of the 
Belgian-Congolese cooperation. This decision was based on three main arguments: (1) 
the presence of several other bilateral and multilateral actors in the health sector, (2) 
the relatively high amount of DAH in the DRC and (3) the high amount of Belgian non-
governmental actors in the health sector (Bossyns et al., 2013). This implied that – after 
an exit and consolidation period from 2010-2013 – direct bilateral aid would be 
terminated. Nevertheless, the indirect bilateral aid (via NGOs and academic 
institutions) and contributions to multilateral agencies would remain. The decision to 
withdraw from the health sector came as a surprise and was strongly criticized by the 
Belgian international health community and some members of the parliament (Belgian 
Senate, 2009; De Standaard, 2009b, 2009a). In 2013, health experts from BTC 
conducted a study to evaluate the consequences of the decision (Bossyns et al., 2013). 
They argued that Belgium used to play a crucial role in the health sector, given its 
attention for institutional strengthening. It was argued that except for the EU none of 
the other donors was having a similar approach in the DRC, which meant that the 
Belgian programmes could not be sustained by other partners. Following the critique 
and “intense lobbying” (DRC-5) by Belgian NGOs and the health experts of BTC, the 
decision was reversed in 2013, when it was decided to take health once again as a focal 
sector. As the Congolese Ministries for Agriculture and Rural Development have 
merged in 2011, the Belgian support for agriculture and roads merged as well (DRC-1, 
DRC-8, DRC-13). Following this ‘creative’ solution, there was room again for a third 
focal sector, being health.  
New BTC programmes for health were developed, which continued mainly in the same 
line as the former ones. At the national level, several departments would be supported 
(the DEP, the DLM and the future development of the DAF (Direction Administrative et 
Financière), as well as the SNAME (Système National d’Approvisionnements en 
Médicaments Essentiels) (Belgian government, 2015a). At the provincial and the local 
level, three provinces and nine health zones would be supported (Belgian government, 
2015b). In addition, a new programme was introduced to focus on the fight against 
sexual violence (Belgian government, 2015c).  
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Furthermore, efforts were undertaken to better ensure the coherence of all Belgian 
programmes in the DRC (in all sectors). A ‘joint context analysis’ and a ‘joint strategic 
framework’ for the Belgian non-governmental actors (NGAs) were developed in 2016. 
In relation to health, the joint context analysis mentioned that all Belgian NGAs share 
the willingness to align to the national policies and to support the local health 
institutions (Belgian government, 2015d, p. 131). The joint strategic framework 
mentioned the overall goal to “améliorer l’accès aux soins de santé de qualité et 
promouvoir le droit à la santé pour tous” (Belgian government, 2016, p. 7). This goal 
could be reached by promoting and strengthening the governance at all levels and 
strengthening the local systems, but also through programmes targeting certain 
diseases or populations. During the field research, one of the respondents at the 
Ministry of Health referred to the Belgian NGO Memisa as “un modèle des ONGs qui 
s’alignent à la politique nationale” (DRC-13). Furthermore, he/she mentioned that the 
Belgian embassy hs been doing a great effort to align their support through NGOs with 
their general approach of system strengthening. In general, Belgium has also been an 
active donor in the GIBS, advocating for a broad focus in line with the national systems. 
Belgium has played an important role in certain specific cases, for example with regards 
to the development of the contract uniques to coordinate the health assistance at 
provincial level. In addition, Belgium has also been a strong supporter of making use of 
the national system for procurement and distribution of medicines. 
Despite the decision to make health a focal sector again, it became clear during the 
interviews in December 2015 and even more in December 2016-May 2017, that there 
was much disagreement about the Belgian vision in the health sector among various 
actors.  
On the one hand, there are Belgian policy-makers and aid practitioners who believe in 
the important role of the Congolese institutions and the need to support them, no 
matter how weak they are. They admit that on the short term this might be less 
efficient than setting up a parallel system, but consider it to be “the only responsible 
way for doing bilateral cooperation which is by definition delivered through state 
institutions” (Bossyns et al., 2013). These actors consider Belgium a very important 
donor in the health sector in Congo, aiming to steer the other donors more into the 
direction of institutional health system strengthening, through bilateral contacts as 
well as through the donor coordination group GIBS (DRC-1, DRC-8, DRC-3). Several 
external respondents agreed with this, claiming that Belgium is “le bailleur traditionnel 
qui a une approche systémique,” (DRC- 26) and the donor who is “le plus proche” (DRC-
19) to the policies and institutions of the country. Belgium was also thought to play an 
important role in advocating a comprehensive and state-supportive approach within 
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the GIBS. Referring to the temporary exit of Belgium from the health sector, one of the 
respondents claimed that this was “une grande perte” for the GIBS (DRC-9). Given the 
focus on institutional strengthening, the Belgian approach is also highly appreciated by 
the respondents at the Ministry of Health (DRC-13, DRC-14, DRC-24).  
On the other hand, some respondents (Belgians and others) are really sceptical about 
strengthening the state and consider the Belgian approach in the DRC somewhat naïve. 
While being convinced about the added-value of the Belgian approach on institutional 
strengthening in other contexts, several respondents claimed that this approach is not 
possible in the fragile context of the DRC (DRC-5, DRC-37, DRC-40). As long as there are 
no more efforts on the Congolese side to invest in health and to have a stronger 
leadership, they think it is useless to invest in capacity-building. In line with this, one 
of the respondents compared the DRC with a terminally-ill patient, which cannot be 
saved as long as the governance remains the same. Linked to this, a respondent 
working for another European delegation claimed that Belgium is very much focusing 
on harmonization, but that it often tends to stick to what exists already, without 
considering innovative solutions (DRC-19).  
In the end, the Belgian development cooperation has become more strict over the 
recent years when it comes to their level of state involvement. The most important 
reason for this was the worsening political situation in the country itself. Because of 
this difficult situation, the majority of the people were convinced that a close 
collaboration with the state was no longer possible. In addition, some respondents also 
referred to the influence of the Minister for Development Cooperation De Croo and his 
Cabinet, who aimed to make some changes in the Belgian Development cooperation 
(DRC-3, DRC-8, DRC-37). Being a liberal politician, he has been more in favor of 
supporting bottom-up initiatives instead of directly strengthening the state. 
Nonetheless, another respondent emphasized that the discussion on changing the 
Belgian approach in the DRC had little to do with the preferences of the Ministry and 
his Cabinet, but were mainly concerned with the specific Congolese context (DRC-40).  
In light of the postponement of the presidential elections in 2016, it was decided to 
halt all BTC programmes that focused on supporting the Congolese government. In the 
health sector, this led to a more intense debate than in other sectors, as several actors 
were still convinced about the necessity of supporting the state structures. In the end, 
it was decided to reduce the budget of €9 million for the national programme to €5 
million (DRC-31, DRC-40). The reasoning behind keeping the national programme was 
to guarantee the continuing functioning of the programmes at local and provincial 
levels, which remained unchanged. In comparison with other donors, Belgium still had 
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a relatively supportive approach with regards to supporting the existing structures and 
systems, though less outspoken and through a more strict approach than before28. 
Consequently, we might see an evolution in the future towards a more pragmatic 
approach, focusing on more specific health problems such as SRHR. 
4.2.4 The EU 
The EU’s approach is quite similar to the Belgian approach, as its support can also be 
considered to be semi-comprehensive and state-supportive. The EDF programmes in 
the health sector have always had a comprehensive focus and paid attention to 
institutional strengthening. Over the years, the EU has decided to prioritize its 
support mainly on the local level, while the central level was never entirely 
neglected. The EU has been a very active member of the GIBS and it has been 
particularly vocal in the domain of the procurement and distribution of medicines, 
advocating the use of the SNAME. Nevertheless, it remains a challenge to support a 
comprehensive and aligned vision along all EU supported programmes, as the EU 
delegation does not always have a say in the follow-up of these programmes.  
Between 1992 and 2005, the EU’s transitory programmes in the health sector were 
implemented by NGOs. Since the 9th EDF however, health became a focal sector of the 
EU development cooperation and the health project – which started in 2006 – was 
already strongly anchored in the national health strategy and contributed to its 
operationalization (Consortium Conseil Santé, 2012). The health project of the 10th 
EDF (2010-2016) continued in the same spirit. Besides improving the quality of health 
services in the focal geographical areas and improving access for disadvantaged 
populations, there was a big focus on strengthening the administration on central, 
provincial and local levels (ADE, ITAD, & COWI, 2014). The evaluation of the 10th EDF, 
however, showed a poor cooperation between the development projects and the 
humanitarian projects (financed by ECHO). Consequently, the programme of the 11th 
EDF (2014-2020) continued in the same line but made it an explicit goal to increasingly 
integrate these humanitarian vertical programmes (European Commission & 
Government of the DRC, 2014). The specific objectives of the 11th EDF in health are (1) 
sustaining access to qualitative health services, in particular for vulnerable populations 
                                                   
28
 Throughout 2017 and 2018, the political situation in the DRC worsened, which also created tensions 
between the Congolese government and Belgium. This led to further changes in the programs of the 
Belgian development cooperation (Belgian government, 2018). In January 2018, the Congolese 
government even requested the cessation of all activities by Enabel (the new name of BTC) (VRTNWS, 
2018). However, as the empirical data dates from the period until early 2017, I do not elaborate on the 
events that happened afterwards.  
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such as women and children, (2) integrating the health zones that are covered by the 
humanitarian and vertical interventions in the target provinces and (3) improving the 
institutional capacity of the Ministry of Health on the central and provincial level 
(European Commission & Government of the DRC, 2014). The total budget for the 
health programme through the 11th EDF is 145 million (European Commission, 2016a).  
The document on the EU health programme makes clear that the EU has a 
comprehensive focus, aiming to improve the broader system. Furthermore, it also 
clearly demonstrates the importance attached to strengthening the state institutions 
and systems. However, over the years, the vision on the support towards the central 
level has somewhat changed. In the evaluation of the health project of the 9th EDF, it 
was stated that the project was too ambitious and too optimistic, especially with 
regards to the expectations of strengthening the role of the Ministry of health 
(Consortium Conseil Santé, 2012). Building on the evaluation of the 10th EDF, it was 
also stated that the support towards the intermediate and local levels should be 
prioritized, while still continuing giving support on the central level (European 
Commission, 2016a). For the health programme of the 11th EDF, it was decided to only 
provide a relatively small amount of funding to institutional strengthening at central 
and intermediary level and focus mainly on the local level. As one of the respondents 
stated, funding at the central level “n’a rien donné” (DRC-33). As a result, the EU 
delegation decided that one should first rebuild and strengthen the health system at 
local level. The assistance on the local level is transferred through NGOs and so-called 
EUP-FASS (les establishments d’utilité publique fonds d’achat de services de santé), 
which are intermediary agents that receive money from the EU and which have to 
report to them (European Commission, 2016a). As stressed by one of the respondents, 
the EU pays particular attention to making sure that these NGOs and the EUP-FASS 
operate according to an approach which strengthens the system. While the country 
context does not allow for a close collaboration with the public institutions at all levels, 
the EU is thus still trying to align as much as possible with the existing policies and 
structures.  
In general, the comprehensive focus and strong alignment with the existing structures 
and systems was stressed a lot in the interviews with respondents working at the EU 
delegation in the DRC (DRC-6, DRC-7, DRC-21, DRC-33). At the same time, these 
respondents were also very critical about most other donors, stating that their focus 
on short-term results is ‘destroying’ the system by creating parallel systems. This can 
be illustrated with the following quotes.  
“Bon pour nous, pour l’Union Européenne, ce n’est pas qu’au Congo, ce qui est important c’est 
d’appuyer le système local, national. Ce n’est pas de venir avec des programmes verticaux, 
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parallèles, des systèmes créés, des systèmes parallèles. C’est vraiment d’essayer de monter des 
systèmes locaux. C’est pour ça que l’appropriation à travers le plan de développement national 
de santé (PNDS) est très importante.“ (DRC-7)  
“Alors, l’UE a fait le choix de travailler dans une perspective à long terme. Donc ça c’est déjà un 
point très important parce que c‘est vraiment un défi. Quand je discute avec d’autres bailleurs, 
je vois le souci d’avoir des résultats immédiats […]. Mais ça peut être très déstructurant pour le 
système. On détruit finalement la capacité qui existait sur place parce qu’on fait tout à leur 
place.“ (DRC-33) 
Other respondents confirmed the self-perception of the EU, referring to the “systemic” 
(DRC-22) and the “holistic” (DRC-26) approach of the EU. Several respondents also 
referred to the similarities between the approaches of Belgium and the EU (DRC-6, 
DRC-8, DRC-13, DRC-14, DRC-26, DRC-33). Having quite similar approaches, there has 
been a high level of bilateral collaboration between the Belgian and EU delegations 
with regards to health. This is partly linked to the personalities and nationalities of the 
responsible people. Since 2005, there have been 3 successive health sector specialists 
in the EU delegation which had the Belgian nationality.  
The EU delegation has been a very active member of the GIBS. One domain in which 
they have been particularly engaged is the procurement and distribution of medicines. 
Together with Belgium, the EU has been fully supportive of the SNAME and the 
FEDECAME and they very much stress the importance of making use of the national 
system within their own programme. Consequently, they regret that other donors 
prefer to work by other parallel systems, which ultimately destroys the national 
system. As mentioned before, a severe debate took place on this matter in the GIBS, 
in which the EU was very vocal. After it was agreed in the charte de partenariat of 2014 
to make use of the SNAME, they made it a priority to lobby other donors to these 
principles (European Commission, 2016a, p. 8). In 2015, discussions took place on a 
new plan national stratégique for the SNAME. When a consultancy study developed a 
proposal which was – according to some of the respondents – entirely contradictory 
with the principles agreed upon in the charte de partenariat, the EU again made a big 
effort to ensure that a new study would be developed which would strengthen the 
existing system instead of ignoring or even destroying it (DRC-21, DRC-33, DRC-35).  
Despite having this comprehensive approach with a relatively high state involvement, 
one of the respondents of the EU delegation also stressed the difficulties in developing 
a coherent approach among all programmes. For example, within the health 
programme of the 11th EDF it was decided that a relatively small part of the funding 
(about €4 million) would be transferred through UNICEF. The EU headquarters pushed 
for this collaboration, however, the people at the delegation took a more critical stance 
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towards UNICEF, claiming that they have “une approche purement de substitution” 
(DRC-33). In the end, it was decided that UNICEF would only serve for logistical support, 
by providing ambulances and motorcycles. While the EU delegation has quite a lot of 
room of manoeuvre to influence the health programmes under the EFD, this is more 
difficult for programmes which are funded by other budgets. In this regard, one 
respondent referred to EU funding for the Panzi hospital of Denis Mukwege and to the 
EU funding to Global Health Initiatives such as GAVI and the Global Fund.  
4.2.5 UK 
The UK has a semi-comprehensive and pragmatic approach. The British support 
mainly consists of an extensive Access to Health Care Programme with a relatively 
comprehensive focus, in addition to a more specific programme which focuses 
entirely on malaria. Recognizing the need for sustainable long-term change, DFID 
also aspires to work more closely with the government. Nevertheless, the UK still 
remains a little cautious about this, as can be exemplified through its ‘middle-
position’ in the debate on the procurement and distribution of medicines.  
Similar to other donors, the UK’s approach has its origins in a humanitarian response, 
which resulted in parallel programmes focused on specific issues. Over time however, 
their programmes have developed towards a more comprehensive focus and an 
increased involvement of the state. DFID has been supporting a very big programme 
entitled Access to Health Care Programme (£184.9 million over six years, 2012-2018) 
which is implemented by a consortium of NGOs led by IMA World Health. In addition, 
DFID has a smaller programme focusing on Malaria (£ 39.5 million over six years, 2013-
2019) which is implemented by a consortium led by PSI (Population Services 
International) and their local affiliate ASF (Association de Santé Familiale).  
When it comes to the focus, the Access to Health Care Programme is comprehensive, 
aiming to strengthen basic health service provision, by offering a comprehensive 
package of health services in 5229 health zones (DFID, 2012a). This comprehensive 
support is also referred to as ‘appui-global’. The expected results are “providing life-
saving essential primary healthcare to at least 3.5 million over 5 years”, with an 
additional emphasis on reproductive, maternal and child health. This programme thus 
has a relatively comprehensive outlook. In addition, DFID also has a malaria 
programme with a very specific focus. Here, the expected results are all related 
                                                   
29 The business case mentioned that at least 28 health zones would be supported, in year two 56 health 




specifically to malaria: reduce the prevalence of malaria infection, reducing the 
episodes of malaria and saving children under five (DFID, 2013c). Given the 
combination of these two programmes, I classified DFID’s programme as ‘semi-
comprehensive’.  
When it comes to the level of state involvement, DFID’s approach is a bit dubious. On 
the one hand, there have been clear efforts to build sustainable systems and to work 
more closely with the governmental instances. The Access for health Care Programme 
has been discussed thoroughly with the Ministry of Health and it was stressed that the 
DFID health team would seek more active and direct engagement with the central level 
Ministry of Health in Kinshasa (DFID, 2012a). DFID has also been very active in the GIBS 
and was the chair in 2015 and 2016. While working directly through the government 
was considered to be unfeasible – due to capacity constraints and fiduciary and 
corruption risks – the UK decided to focus on public service provision rather than 
private sector support. More specifically, it was decided to work through Faith Based 
Network facilities which are either owned and managed entirely by the churches or 
owned by the government and managed by the churches on behalf of the MOH (DFID, 
2012a, p. 7). It was thought that this would ensure a sustainable service delivery, as 
the faith-based facilities are well integrated in the public health system. In addition, 
£5.2 million of the total budget would go to a sub-project called Renforcement des 
Capacités Institutionelles, to provide capacity building and technical assistance to the 
Ministry of Health at central level.  
Also within the malaria programme, the business case document mentioned that it was 
aimed to work through a more sustainable approach, making use of the existing 
institutions and systems. In addition to bed net distribution, the programme aims to 
support the DRC’s National Malaria Control Programme (PNLP), mainly with regards to 
the information systems and capacity for planning, as well as enhancing the provision 
of ACT (Artemesinin-based combination therapy) medication (DFID, 2013c). In the 
business case of the programme, it is mentioned that malaria control in the DRC is 
currently mainly based on mass bed net distribution campaigns, which are largely 
donor-led. However, the document acknowledges that “there is a need to move 
towards a situation in which interventions are selected, planned and delivered in a more 
strategic manner in order to deliver sustainable, long-term impact, and in which the 
PNLP is able to play a more prominent role” (DFID, 2013c, p. 5). The component on 
institutional strengthening collaboration was sub-contracted by PSI to the Swiss 
Tropical Public Health Institute (DFID, 2014c).  
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On the other hand, DFID remains cautious about working through the systems, as this 
implies high risks and might undermine reaching results in the short term. In the 
business programme on malaria, it was stated that working with the PNLP is “a high 
risk approach”. Consequently, alternative routes to provide ACTs and strengthening 
information systems might be explored “if the risk of working with the PNLP is deemed 
to be too high” (DFID, 2013c, p. 24). When it comes to the Access to Health Care 
Programme, the annual reviews stressed the importance of strengthening institutional 
capacity, but also referred to the trade-offs between strengthening systems to achieve 
longer-terms sustainable change on the one hand and achieving immediate results and 
access to health services on the other hand (DFID, 2014c, 2015d, 2016a, 2017d). As the 
operating environment became increasingly challenging, these trade-offs were 
stressed even more in the later annual programmes.  
A clear example of how DFID dealt with these trade-offs is the case of the procurement 
and distribution of medicines. The most secure way of procuring and distributing drugs 
would be through NGOs, but DFID recognized that this would not be a sustainable 
approach as this is undermining the functioning of the system. On the other hand, the 
fiduciary risk and delivery risks related to working entirely through the system were 
thought to be too high. In the end, DFID decided upon a ‘middle position’: medicines 
are distributed through the CDRs, but the drugs are not procured through FEDECAME. 
Within the annual reviews, it was mentioned that over time, DFID may incrementally 
transition to using the national procurement agency (DFID, 2014a, 2015a). However, 
this decision should “require a solid risk assessment and management plan” (DFID, 
2015a, p. 21). By not procuring the medicines through FEDECAME, DFID thus takes a 
different position than the EU and Belgium. 
This ‘middle-position’ was also evidenced in the external perceptions on DFID’s 
approach. Several respondents who favour a comprehensive and aligned HSS 
approach, were recognizing the efforts of DFID to proceed more towards HSS. They 
also referred to the important role of DFID within the GIBS, and the importance of 
certain individuals in the DFID health team. But at the same time it was stressed that 
DFID’s approach still differs from the EU and Belgium, claiming that DFID attaches more 
importance towards meeting certain targets, which might undermine the national 
system.  
“Un petit peu, DFID aussi a commencé à avoir une approche systémique." (DRC-26)  
 "Ils essaient." (DRC-9) 
"DFID, du concept bon c’est aussi renforcement du système, mais plutôt à travers des systèmes 
un peu parallèles."(DRC-6) 
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"DFID, dans le langage, il est plus long terme dans ses intentions. Mais dans les faits, par la 
nature des contrats qu’ils font avec leurs ONGs et le fait qu'il ne mettent pas en place un 
dispositif de suivi de ce que font les ONGs en termes de reconstruction, eux ils vérifient quoi? Ils 
vérifient les indicateurs, comme le nombre de césariennes, le nombre d'enfants qui ont été 
traités, je ne sais pas, pour diarrhée, pour d'autres choses. Des indicateurs comme ça, ils ne 
pensent pas à la question de savoir dans quelle mesure on construit ou on détruit." ( DRC-33) 
4.2.6 France 
France has a semi-targeted and pragmatic approach. France assumes that it can have 
a bigger impact through multilateral assistance than through having an extensive 
bilateral programme. Being important funders of the Global Fund and GAVI, France 
is mainly focusing on influencing and following up the activities of these 
organizations within the DRC. While the Global Fund and GAVI are perceived as 
having a targeted approach and often work through parallel system, France is 
advocating to take into account the wider system, and to collaborate more with the 
government and through the existing structures.  
Contrary to other donors, France does not have an extensive bilateral health 
programme in the DRC. AFD runs a project on maternal health in Kinshasa. The 
objectives are to improve health care provision and facilitate access for the poorest 
people in two hospitals in Kinshasa, as well as to strengthen the capacity of the Ministry 
of Health to oversee the hospital system as well the hospital management skills (AFD, 
n.d.). However, while other donors focus more broadly on their bilateral aid, France 
believes it can have a bigger impact through contributing to multilaterals funds such as 
the Global Fund and GAVI. 
“Eux ils sont vraiment en appui au pays, ils appuient directement le pays, ils sont en lien direct 
avec la politique nationale. Tandis que nous, on ne fait pas ça directement, on investit dans des 
fonds globaux, parce qu’on pense qu’on va avoir une meilleure synergie et un véritable impact. 
[…] c’est complètement multilatéral oui. […] ça c’est vraiment la doctrine française.” (DRC-19)  
France has a particular relation with these Global Health Initiatives. In general, these 
initiatives are still considered to be relatively disease-specific and use parallel systems. 
This became clear during my interviews in the DRC as well as in other countries and 
will be discussed more in depth in chapter 8. However, this does not mean that France 
is entirely in favor of a disease-specific approach through parallel systems, as the 
country agrees that “ça contribue à déstabiliser tout le système qui avait été monté 
durant des années.” (DRC-19). In its advocacy towards the organizations, France’s core-
objective is therefore to convince them to work more comprehensively and in closer 
collaboration with the state. At local level, this happens through the French presence 
in coordinating bodies such as the Global Fund’s Country Coordination Mechanism 
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(CCM) (where France is the bilateral representative together with USAID), GAVI’s 
coordinating mechanism, the CNP and the GIBS. 
An example of this particular approach is the 5% initiative, whereby 5% of total French 
contributions to the Global Fund are earmarked for projects in French-speaking African 
countries, managed by French technical agencies. The reason to start this initiative was 
the realization that French-speaking countries often had difficulties with accessing the 
funds of the Global Fund, not only because their templates and log-frames are in 
English, but also because they are “conçus de façon très Américaine” (DRC-19). Due to 
their history, there are different procedures and systems in Francophone countries 
than in the Anglophone counterparts, which might impede them from easily getting 
funding from the Global Fund. The goal of the 5% initiative is therefore to give technical 
assistance to these countries to assist in the design, implementation, monitoring and 
evaluation and impact measurement of subsidies allocated by the Global Fund, in order 
to improve the effectiveness and impact of these subsidies (5% initiative). The DRC is 
one of the key focus countries of the initiative and has received funding for projects on 
several issues over the years, including support to the PNLP to apply for funding of the 
Global Fund, capacity-building of members of the CCM and a pilot project on the 
improvement of the information management and logistics system for medicines 
(Initiative 5%, n.d.-a)  
Based on the above, one could thus consider the approach of France to be semi-
targeted and pragmatic. The country supports the programmes of the Global Fund and 
GAVI, whose approaches tend to be targeted and parallel, but it is also advocating to 
broaden the focus and involving the state structures to a larger extent. This is also in 
line with the French Global Health Strategy 2017 which mentions “strengthen[ing] 
health systems while fighting diseases” as the first out of 4 priorities (Ministère des 
Affaires Etrangères et de Développement International, 2017) and advocates “a more 
horizontal approach to strengthening health systems” in the boards of multilateral 
organizations.  
However, as already discussed in the chapter 2, this approach remains a bit ambiguous. 
As mentioned by a representative in 2015, it not entirely clear yet whether France’s 
main attention goes to HSS, or to treating patients with priority diseases which light 
involve less attention for the system. Moreover, while advocating for HSS within the 
coordinating bodies, France seems to be less outspoken on HSS compared to other 
donors. When it comes to the medicines case for example, the local representative 
regretted “la vision extrêmement utilitaire” of some of the donors (DRC-32), but at the 
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same time he/she mentioned that one should gradually move towards making use of 
the national system, as entirely making use of it is not yet feasible.  
4.2.7 Sweden 
The Swedish approach is hybrid and pragmatic. Swedish health support is primarily 
channelled through UNICEF and UNFPA. While the programmes are mainly focusing 
on SRHR, it is assumed that results can only be achieved when the overall system is 
strengthened. Sweden does not directly cooperate with the state institution, but by 
working through UN agencies, it nevertheless ‘indirectly’ cooperates with the public 
administration and institutions, mainly at the local and provincial levels.  
At the time of the field visit, the Swedish Strategy for Development Cooperation with 
the DRC for the period 2009-2012 was still valid, as a new one was not yet approved. 
Soon after, however, a new strategy for 2015-2019 was launched. In 2014, Sweden 
committed to support USD 36 million to UNICEF to increase the accessibility to 
efficient, effective and equitable basic health services to improve child- and maternal 
health in the DRC (Swedish Embassy Kinshasa, 2015). Initially the programme would 
run from 2014 until 2016, but it got prolonged in 2017 (UNICEF, n.d.). From 2013 until 
2015, Sweden also had a small delegated partnership with DFID, providing about USD 
5 million for its Access to Health Care Programme. In 2016, a new four-year project of 
about USD 10 million with UNFPA was launched to enhance the sexual and 
reproductive health of young people and adolescent girls and women in Kinshasa 
(Swedish Embassy Kinshasa, 2015). 
The Swedish focus can be considered hybrid. In line with its ‘feminist’ foreign policy at 
headquarters level, Sweden has always had a strong focus on maternal and child health 
and SRHR in the DRC. It considers its experience on SRHR as a comparative advantage 
and argues that it is complementary with HSS, as “to be able to work on SRHR, you need 
a strong health system and vice versa” (DRC-15). Within the policy documents, there is 
attention for both primary healthcare and SRHR. Health was one of the three focal 
sectors in the 2009-2012 strategy, with preventing, managing and combating sexual 
violence and promoting SRHR being specifically underscored (Ministry for Foreign 
Affairs Sweden, 2009a). In order to improve SRHR, Sweden would focus on 
strengthening primary healthcare in selected health zones, including targeted 
contributions in support of SRHR such as combating HIV/AIDS. The 2015-2020 strategy 
mentions ‘improved basic health’ as a priority (Ministry for Foreign Affairs Sweden, 
2015). Within the paragraphs explaining this priority area, it is clear that SRHR is 
particularly stressed. At the same time, the importance of strengthening national 
health systems is stressed to ensure the sustainability of the programmes.  
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“Swedish development cooperation is to focus on improving access to integrated primary 
health care, with a focus on the most vulnerable mothers, children and young people. 
Development cooperation could, for example, focus on health services and information that 
contributes to improve the sexual and reproductive health and rights (SRHR) of women and 
men, with a particular focus on young people. To create the conditions for sustainable results, 
SRHR contributions should include boys and men. It is crucial to strengthen national health 
systems so as to ensure the long-term sustainability of results.” (Ministry for Foreign Affairs 
Sweden, 2015, pp. 8–9)  
The middle-approach is also apparent in the choice of Sweden to implement its 
programmes through UNICEF and UNFPA, that both have specific mandates to focus 
on respectively children, and sexual and reproductive health. In the DRC, UNICEF has a 
nation-wide programme, in which it focuses on so-called “high-impact interventions”, 
of which it is proven that they have a considerable impact on the child’s health (DRC-
22). While this organization is offering a paquet d’interventions in health centres, it is 
also often working through specific campaigns, for example to immunize children or to 
distribute mosquito nets. The UNFPA project focuses on improving the availability of 
and demand for comprehensive and integrated services on sexual and reproductive 
health, maternal and neonatal health and family planning (Government of Sweden & 
UNFPA, 2016).  
When it comes to the state involvement, Sweden’s approach can be considered hybrid. 
In the 2009 strategy, it was stated that the political and economic situation in the DRC 
entailed that high flexibility was needed in implementation modalities, somewhat 
implying that it was preferred to work through UN agencies or big NGOs (Ministry for 
Foreign Affairs Sweden, 2009a). The new Swedish development cooperation strategy 
for the DRC for 2015-2019 opened up a little bit for collaboration with the government, 
as it states that “a balance is to be sough when choosing partners. Cooperation with 
public administration and institutions may take place to a limited extent as a 
complement to cooperation with other actors”(Ministry for Foreign Affairs Sweden, 
2015, p. 5). Given the political context in the DRC, Sweden however has not headed in 
the direction of direct cooperation with the Ministry of Health and through its 
programmes implemented by UNICEF and UNFPA, it only ‘indirectly’ strengthens the 
institutions at provincial and local level.  
The field research for this PhD dissertation did not pay particular attention to the 
approaches of UN agencies and more in depth research is needed on how these are 
aligning with the existing structures and strengthening the public administration. 
Based on the interviews, UNICEF collaborates with the public institutions and is a very 
active supporter of the GIBS, but it is equally very much focused on obtaining concrete 
results. Strengthening public health systems is thus not an end in itself, rather it is a 
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means to improve the coverage of their interventions (DRC-12). Some external actors 
have been critical about UNICEF, claiming that “UNICEF is not the biggest upholder of 
the philosophy [of HSS]” (DRC-8) and “dans les faits ils agissent comme des 
verticalistes” (DRC-26). Information on the approach of UNFPA is not available, as the 
contact person at UNFPA was not willing to be interviewed at the time of the field visit 




5. European donors in Ethiopia 
5.1 Background 
5.1.1 Political background 
Ethiopia – officially the Federal Democratic Republic of Ethiopia – is a least-developed 
country with a population of about 102 million people and a GDP of USD 72.3 billion 
(World Bank, 2016b). The country was never colonized, apart from a short-lived 
occupation Mussolini's Italy from 1936 until 1941. In 1974, the Marxist-Leninist Derg 
deposed Emperor Haile Selassie (who had ruled since 1930) and established a socialist 
state. After years of orchestrated ‘Red terror’ and one of the worst famines in the 
1980s, the Derg was overthrown in 1991 by a coalition of rebel forces, the Ethiopian 
People's Revolutionary Democratic Front (EPRDF). In 1994, a constitution was 
developed and in 1995 the country’s first multiparty elections were held. From 1998 
until 2000, the Eritrea-Ethiopia border war took place.  
Despite having a democratic constitution and a form of multi-party elections, the 
Ethiopian government’s practices have been highly authoritarian and basic human 
rights have been constantly undermined in the country (Aalen & Tronvoll, 2009). 
Parliamentary elections have been held, but were largely a means to sustain the ruling 
party’s power. The 2005 elections were held in a much more open sphere compared 
to the previous elections, but led to dramatic political crackdown in the post-election 
period with several human rights violations (Ibid.). The EPRDF has been in power since 
1991. In August 2012, Prime Minister Meles Zenawi died in office and was replaced by 
his Deputy Prime Minister Hailemariam Desalegn. In August 2016, protests broke out 
in the country, which were violently suppressed by the government. Following these 
protests, Ethiopia declared a state of emergency from October until August 2017. In 
February 2018, Prime Minister Hailemariam Desalin resigned, which again led to 
declaring a state of emergency. As can be seen in the governance indicators in annex 
1e, Ethiopia scored relatively well on the ‘control of corruption’ and ‘the rule of law’ in 
2016, and progress was made on both fields since 2011. However, the country scored 
badly on the indicators ‘voice and accountability’ and ‘political stability and absence of 
violence/terrorism’. 
Ethiopia has been the fastest growing economy in the region, but it is also one of the 
poorest, with a per capita income of USD 660 (World Bank, 2016b). The country was 
ranked 174rd out of 186 countries in the latest UNDP Human Development Report 
(UNDP, 2016). The Ethiopian government nonetheless wants to reach the status of a 
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lower-middle income country by 2025. It is currently implementing the second phase 
of its Growth and Transformation Plan.  
5.1.2 Donor-recipient relations 
After being a few years in power, the EPRDF soon became a ‘donor darling’ (Feyissa, 
2011). Particularly after the border war with Eritrea, international development 
assistance to Ethiopia increased tremendously. In 2001, the Development Assistance 
Group (DAG) was set-up. It has served as the main coordinating body to share and 
exchange information among donors and to foster meaningful dialogue with the 
Ethiopian government since (DAG, n.d.). The early 2000s also saw a shift among 
development partners towards budget support. Following the human-rights violation 
after the 2005 elections; several donors nevertheless decided to withdraw from budget 
support and to pool their funds instead (Alemu, 2009). 
 
However, despite widespread concerns over the democratic character of the regime, 
Ethiopia continues to receive high levels of funding. Although donors have withdrawn 
from budget support, they have kept supporting the state through other aid modalities 
while having limited impact in terms of influencing Ethiopian policies. Several reasons 
for this have been identified. There is the common-sense explanation that refers to the 
independent-minded nature of the Ethiopian regime, which is proud and unwilling to 
bow to the whims and wishes of donors and has been successfully applying strategies 
to minimize donor influence (Borchgrevink, 2008). Related to this, the country’s 
remarkable economic growth, relatively low level of corruption and impressive 
progress towards the MDGs and the well-functioning of the international aid apparatus 
make Ethiopia a showcase ‘success story’ that donors want to keep contributing to 
(Fantini & Puddu, 2016; Feyissa, 2011). Furthermore, consolidating international 
development assistance to Ethiopia also relates to western geopolitical interests in the 
country (Borchgrevink, 2008; Feyissa, 2011). The US in particular considers Ethiopia an 
important ally to combat terror and maintaining stability in the Horn of Africa. Lastly, 
Borchgrevink (2008) also points to donors’ inability to apply consistent and 
coordinated conditionality within Ethiopia, since each donor is making decisions based 
on its own interests and domestic concerns, which results in differing and sometimes 
even contradictory decisions.  
5.1.3 Health context 
In line with the general progress in Ethiopia, there has also been remarkable progress 
in the health sector. The country has reached almost all health-related MDGs (Assefa, 
Damme, Williams, & Hill, 2017). The MDG 4 target of reducing child mortality by two-
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thirds was achieved, given a 67% reduction in under-five mortality. The maternal 
mortality rate declined with 71%, which was close to the MDG 5 target of 75%. Lastly, 
the MDG 6 targets for HIV and malaria were reached given a 90% decline in new HIV 
infections and a decrease in malaria-related deaths by 73%. Nevertheless, the country 
started from a very low baseline and huge challenges remain.  
The remarkable progress can be attributed to a large extent to the leadership of the 
Ministry of Health which implemented comprehensive reforms. In 1997, Ethiopia 
introduced its Health Sector Development Programme (HSDP) which was divided in 
consecutive five-year plans. During the realisation of HSDP II, the government started 
to implement its flagship programme the Health Extension Programme (Admasu, 2016; 
Wang, Tesfaye, Ramana, & Chekagn, 2016). The programme is deeply rooted in the 
communities, providing primary-healthcare to household members. Key forces for the 
implementation of the Health Extension Programme were the deployment of Health 
Extension Workers and the mobilization of a so-called Health Development Army 
(Ibid.). Health Extension Workers receive one year of training, are paid as government 
employees and serve as the first point of contact of the community with the health 
system, delivering integrated preventive, promotive and curative health services, with 
a special focus on maternal and child health. Health Development Army Volunteers are 
trained by HEWs to promote healthy behaviour and strengthen community 
engagement and ownership. The Health Extension programme was launched in 2003 
in the four big agrarian regions, and then expanded to pastoral communities in 2006, 
and to urban areas in 2009 (Wang et al., 2016). In total, 38,000 HEWs have been trained 
(FMOH Ethiopia, 2015a).  
At the time of the field work in November-December 2015, the HSDP IV (2010/11–
2014/15)30 was being replaced by a new strategy. The Ministry of Health had 
undertaken an envisioning exercise which resulted in a long-term health sector 
transformation roadmap entitled Envisioning Ethiopia’s Path towards Universal Health 
Coverage through Strengthening Primary Health Care, which aimed to enable Ethiopia 
to achieve the health outcomes that reflect best a lower-middle-income country by 
2025 and those of a middle-income country by 2035. To achieve this objective, the first 
Health Sector Transformation Plan (HSTP) was launched in 2015. Building on the 
successes made during the implementation of the HSDPs but acknowledging the 
remaining challenges, the plan mainly aims to improve equitable access to essential 
                                                   
30 The Ethiopian calendar differs from the Gregorian calendar: the Ethiopian calendar is 7-8 years 
behind and each new year occurs on 11 September according to the Gregorian calendar. As Ethiopian 
policy documents make use of the Ethiopian fiscal year (EFY), the corresponding dates in the Gregorian 
calendar always consist of two years (for example: EFY 2009 = 2006/2017). 
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health services, improve the quality of healthcare, and enhance the implementation 
capacity of the health sector at all levels of the three tier system (see figure 5-1) (FMOH 
Ethiopia, 2015a). 
Similar to the former HSDPs, the HSTP I was developed through a very participatory 
process, in which donors also had an active stake. Overall, donors seemed to be 
positive about the strategy, favoring the focus on equity and quality. Nevertheless, one 
major worry expressed by some respondents was that the targets were too ambitious, 
which might overburden the sector instead of supporting it (ETH-5, ETH-7, Kingdom of 
the Netherlands, 2016). 
Figure 5-1 Organization of the Ethiopian health care delivery system (DFID, 2011d) 
 
 
5.1.4 Health assistance context 
Numbers  
Ethiopia has been highly dependent on international aid. Following the development 
of the HSDPs, there has been a large and growing inflow of DAH from traditional donors 
(Alemu, 2009). Figure 5-2 provides an overview of all DAH to Ethiopia by source since 
1990. While the European DAH has increased over time, the relative importance of EU 
donors has decreased over time. While EU donors were responsible for 52% of total 
DAH to Ethiopia in the period 1990-1999, the relative importance decreased to 37% in 
the period 2000-2009 and further decreased to 31% for the period 2010-2016. This is 
largely due to the fact that the US increased its DAH tremendously. Consequently, its 
relative importance increased from respectively 30% over 37% to 49%.  
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Figure 5-2: DAH Ethiopia 2012-2016, by source (IHME, 2018) 
 
Figure 5-3: DAH Ethiopia 2012-2016, by channel (IHME, 2018) 
 
Figure 5-3 provides an overview of all DAH to Ethiopia by channel since 1990. As shown 
in the figure, most funding used to be channelled bilaterally and through the World 
Bank. Since the mid-2000s however, the Global Fund, GAVI and the BMGF became 
important new channels. At the same time, channelling DAH through NGOs and 
international NGOs became more popular over the years.  
Figure 5-4 and 5-5 show the top 15 sources and channels of DAH to Ethiopia for the 
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source of DAH (providing 48.2% of total DAH), followed by the United Kingdom (17.4%) 
and the Bill and Melinda Gates Foundation (5.8%). Over this period, 31.6% of all DAH 
to Ethiopia came from EU sources. When it comes to the channels, the bilateral US 
channel is the biggest channel (21.9% of total DAH), followed by the Global Fund 
(16.9%), NGOs (12.6%), GAVI (11.9%), bilateral UK channel (10.4%) and international 
NGOs (9.9%).  
Figure 5-4: Top 15 Sources DAH Ethiopia 2012-2016 (IHME, 2018) 
 
Figure 5-5: Top 15 Channels DAH Ethiopia 2012-2016 (IHME, 2018) 
 




































Figure 5-6 provides an overview of the financial contributions of the most important 
European donors in the Ethiopian health sector, distributed by channel. As mentioned 
in the introduction, the country chapters are focusing on the approaches of European 
donors that assigned health as a focal sector in the partner country. In Ethiopia, this is 
the case for 6 EU donors: the EU itself, the UK, the Netherlands, Italy, Ireland, and 
Spain. As illustrated in figure 5-6, having health as a focal sector does not necessarily 
mean that these donors are important donors in terms of financial contributions. While 
the UK and to a lesser extent the Netherlands were relatively important donors in 
financial terms, this was less the case for Ireland, Italy and Spain. The EU is not included 
in the figure, as it is a channel and not a source, but in figure 5-5 it could be seen that 
the European Commission was the 10th biggest channel in Ethiopia. On the other hand, 
figure 5-6 also shows that certain European donors, such as France, Germany and 
Sweden were relatively important in terms of absolute funding to the health sector, 
while health was not a focal sector for them. For these three countries, the high 
amount of funding is influenced by the fact that they are important contributors to the 
Global Fund and GAVI and by the fact that they have significant budgets for 
development cooperation in general. Nevertheless, in this chapter we will exclude 
them from the analysis as health is not considered to be a focal sector for them. Before 
discussing the donors’ approaches, more information will be provided about the 
developments on IHA in Ethiopia in the past decades.  
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In spite of the increase of donor funding in the 2000s, questions rose about the quality 
of aid, and how much of the funding was financing Ethiopia’s priorities as set up in the 
HSDPs. Within the HSDP IV, it was stated that about 85% of the development partners’ 
projected commitment was for HIV/AIDS, tuberculosis and malaria, which is not in line 
with the disease burden of Ethiopia (FMOH Ethiopia, 2010, p. 73). Similar to other 
countries, the presence and financial importance of the Global Health Initiatives 
hampered problems of donor coordination even more.  
However, since 2005, the Federal Ministry of Health has increasingly succeeded in 
managing ‘the aid jungle’. Partly due to the commitment and leadership of the 
Ministry, health assistance in Ethiopia is much more aligned and coordinated than is 
the case in most other developing countries. In 2005, a Code of Conduct to promote 
harmonization into the health sector was signed by the government and development 
partners. This document contained several commitments, including greater 
predictability of funds, a reduction in numbers of financing channels, following the 
priorities and procedures as put forward in the HSDP and improving policy dialogue 
and communication. In 2007, this Code of Conduct was followed by the publication of 
the HSDP Harmonization manual by the government. This manual aimed to 
institutionalize “an effective planning system that makes decisions about how all 
resources are to be used and that monitors overall implementation in a relatively simple 
way” (FMOH Ethiopia, 2007, p. 10). This objective has also been referred to as ‘one 
plan, one budget and one report’. In 2007, Ethiopia signed the global compact of the 
International Health Partnership (IHP+) and soon the country became a frontrunner in 
implementing the IHP+ principles. In 2008, a country compact was signed by the 
Ministry of Health, the Ministry of Finance and Economic Development and 13 
development partners31. The IHP compact mentioned specific targets, including “95% 
of Development Partners don't request the Government for a separate plan document 
by 2010”, “100% of Development Partners' activities and budgets are reflected in the 
government's Plan by 2010” and “increase the proportion of un-earmarked donor funds 
channeled through the MDG Fund to meet the target of 60% by 2010 and 90% by 2015” 
(FMOH Ethiopia & Development Partners, 2008). 
 
                                                   
31 African Development Bank, DFID, France, European Commission, Italy, Irish Aid, Netherlands, Spain, 
UNAIDS, UNFPA, UNICEF, WHO and World Bank (USAID and GAVI issued letters of support) 





Since the development of the HSDP Harmonization Manual, the government of 
Ethiopia has established three main channels for providing support to the health sector 
(IHP, 2013; Janovsky, Khajavi, & Walford, 2014). The distinction is based on who 
manages the fund: the Ministry of Finance and Economic Development (MOFED), the 
Federal Ministry of Health (FMOH) or the external donor agency itself. The box below 
provides a more detailed description of each channel.  
The preferred modality of the FMOH is the Millennium Development Goals 
Performance Fund (MDG PF) (channel 2a). It concerns a pooled fund that is 
administered by the FMOH. The 2008 Joint Financing agreement of the MDG PF was 
signed by 7 development partners (WHO, UNICEF, UNFPA, World Bank, Spanish 
Cooperation, DFID and Irish Aid). Initially, only DFID and Spanish Aid were contributing 
(in 2008/2009). Later, other bilateral donors and UN agencies followed. In 2015, the 
MDG PF fund was renamed the Sustainable Development Goals Performance Fund 
(SDG PF) and a new financing arrangement was signed by 10 development partners 
(the initial 7 signers plus the Netherlands, the EU and Italy).  
Despite the MDG/SDG PF being the preferred modality of the FMOH, the majority of 
funding has still been provided through other channels. Several bilateral donors have 
been channeling quite large parts of their total budget through the fund, but most of 
them also kept funding separate activities as well. UN agencies contributed rather 
small amounts to the MDG/SDG-performance fund and mainly provided funding 
through channel 2b, which is also the channel that has been used by the Global Fund 
and GAVI. Lastly, the US is channeling all its funding through channel 3.  
Channel 1: Through the Ministry of Finance and Economic Development 
Funds provided to the treasury, using the government financial management. This includes 
channel 1a (un-earmarked) and channel 1b (earmarked to specific sectors or uses). 
Channel 2: Through the Federal Ministry of Health 
Channel 2a: un-earmarked funds using the government systems. The existing mechanism for this 
is the MDG Performance Fund.  
Channel 2b: earmarked funding which is managed and reported on by the FMOH, but the 
accounting and reporting typically follows donors procedures. 
Channel 3: Outside the oversight of the Government 
‘Project type of support’, without passing the funds through government systems. While donors 
might report on the use of the funds to the Ethiopian government, the management is in hands of 




While most of the in-country donor-representatives do talk positively about the aid 
effectiveness agenda in Ethiopia, they are not always able to walk the talk because 
their headquarters do not allow them to do so (Alemu, 2009; Janovsky et al., 2014). 
However, several donors have managed to pragmatically deal with these constraints. 
The MDG/SDG PF has been used for “experiments” by a number of multilateral 
organizations (Janovsky et al., 2014; Kingdom of the Netherlands, 2016). In 2013/2014, 
the World Bank started supporting the SDG PF through its Programme-for-Results 
(nevertheless through a separate sub-account) and GAVI started to support the fund 
for its HSS component. When the EU wanted to fund the MDG PF with left-over money 
from the 10th EDF, there were constraints from headquarters. However, in the end the 
EU decided to contribute via UNICEF to the MDG/SDG PF since 2014/2015. Finally, the 
Global Fund and even USAID have been starting to explore options to join the fund. 
However, this might involve changes to the structure or operation of the fund, as both 
agencies need to be able to show which resources have been used for which particular 
disease of health issue. The challenge will be to find the right balance between 
inclusiveness (more donors joining the channel) and keeping the original approach of 
pooling un-earmarked funding (Janovsky et al., 2014).  
While the SDG PF has been the most aligned modality to provide health assistance over 
the last years, the EU recently started discussions to introduce the use of sector budget 
support (SBS) in the health sector. For its health assistance under the 11th EDF, the EU 
wanted to introduce SBS under the 11th EDF because it is considered a more ‘matured’ 
way of collaborating, as it is even more aligned than the SDG PF. During the field visit 
in December 2015, the discussions and preparations on the EU SBS were still ongoing 
and there appeared to be different opinions about it among several stakeholders 
within the Government of Ethiopia, as well as among other (European) donors.  
Although the MOFED favored the SBS, the FMOH was no requesting party for this 
because of two reasons (ETH-8 & 20). First of all, the MOH would have far less 
autonomy and control over the money than is the case with the SDG PF. Second, 
respondents claimed that it could create some disadvantages with regards to 
procurement of medicines and equipment. The money for the MDG PF is usually 
transferred in euro or dollar, which is easy for procurement on the international level. 
When the money would be transferred through the treasury however, it would be in 
Ethiopian birr and money would be lost by exchanging it to an international currency 
which can be used for international procurement. One donor respondent also 
mentioned that the reluctance of some individuals within the FMOH might be linked 
to the fact they would lose certain personal advantages and therefore consider it as a 
threat (ETH-10). In conclusion, the FMOH thus preferred all donors to continue with 
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supporting the SDG PF. Staff working for the FMOH regretted that the EU delegation 
wanted to introduce SBS and was “dragging other Member States to go in that 
direction” (ETH-8).  
Indeed, as a part of the process towards joint programming (infra), the EU delegation 
also wanted to involve the EU Member States in the design and implementation of the 
EU health SBS and even hoped that some of EU Member States would make the 
transition to SBS as well. The Netherlands, Spain and Ireland expressed some interest 
in it and were involved in the discussions. However, in the end none of the EU Member 
States joined and they continued contributing to the SDG PF. As will be discussed later 
in this chapter, the main reasons for EU Members States to not (yet) join the EU in SBS 
were the fact that the FMOH was not in favor of this modality, as well as the perceived 
risks that less money would go the health sector and that donors would have less 
control on what happens within the health sector.  
Next to the MDG/SDG PF, there has also existed a Technical Assistance Health Pooled 
Fund, which is administered by UNICEF on behalf of the FMOH. The fund has been 
established to strengthen the technical capacity of the FMOH and to finance certain 
things which cannot be financed with money from the MDG PF. Over the years, the 
fund has received funding from several donors, including USAID, DFID, the 
Netherlands, Italy, Ireland, UNICEF, Australia. However, a few years ago several donors 
stopped providing funding, because they did not agree with the purposes for which the 
money was used. For example, a disproportionate amount of resources was used for 
international learning visits with no clear value-for-money analysis (DFID, 2015c).  
Coordination Fora 
There are several mechanisms for dialogue among donors active in the health sector, 
as well as between donors and the FMOH. The health sector working group of the 
Development Assistance Group (DAG) is called the Health, Population and Nutrition 
(HPN) Group. The group meets every month and has two rotating co-chairs: one UN 
agency and one bilateral donor. At the time of the field research (November-December 
2015) these were UNFPA and Spain. Through the HPN, information is shared among 
health donors, government plans are discussed and joint statements towards the 
FMOH are prepared. Next to this donor coordination group, there are coordination 
structures which are chaired by the FMOH. The Joint Consultation forum (JCF) is the 
highest policy dialogue forum between the Ministry of Health and the heads of 
agencies of all development partners. It meets four times a year. The Joint Consultation 
Coordination Committee (JCCC) is the technical arm of the JCF and meets every two 
weeks. Here, several programmes, plans, mid-term reviews, research studies, etc. are 
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discussed and technical support is given to the Ministry. The JCCC also sets the agenda 
of the JCF. On top of the JCF and JCCC, there are also quarterly meetings of the SDG PF 
partners.  
In general, the existing donor coordination fora are thought to be working relatively 
effectively. However, several respondents complained that the policy dialogue with 
the FMOH has been too formal and not enough focused on content. Also the 
discussions in the HPN group were often thought to be quite superficial, and the 
effectiveness seemed to be highly depending on the co-chairs.  
“But when we meet with the government – and this is linked I would say to the MDG PF, which 
is input-based approach- [they are saying] “we have bought 20 ambulances and so and so many 
clinics”, rather than focusing on the actual impacts in terms of reduced mortality. It's in a way 
very much an attitude of "we can and we do deliver and let's show you how good we are". 
There is some recognition of challenges and underperformance, but some issues can be difficult 
to discuss. (ETH-5)  
“Yeah I mean if you ask me like the current status of the HPN, it is not functioning well. That is 
my observation. For different reasons, maybe it could be related to the level of discussions, 
maybe to the co-chairs. […]. Sometimes the discussions might be just very superficial. So you 
don't really discuss in detail or on important issues. Second, the discussions are supposed to be 
more strategic. […] but they remain like kind of operational issues. So you don't really come up 
with a strategic agenda that could be of interest for joint discussion between the ministry. […]. 
So, the actual functioning has its own problems. But the whole purpose is not questionable.” 
(ETH-12) 
In addition to this donor-wide-coordination, there have also been discussions about EU 
joint programming in the health sector. Ethiopia was one of the first five countries 
which started the process of EU joint programming in 2011, which resulted in the EU+ 
Joint Cooperation Strategy in 2013 (EU, EU Member States, & Norway, 2013). The 
document laid the building blocks for EU+ joint programming in Ethiopia by including 
a joint assessment of the national development strategy (the Growth and 
Transformation Plan) and defining the priorities of the EU and its Member States in 
Ethiopia. To proceed further, some pilot sectors were chosen, including nutrition and 
health. The introduction of EU joint programming on nutrition was positively 
welcomed, as little coordination was happening in this field.  
On the contrary, within the health sector the introduction of EU joint programming 
was regarded with skepticism by EU Member States as well as by external donors and 
the Federal Ministry of Health, since (relatively) well-functioning donor-wide 
coordination structures were already in place here (ETH-5,6,9,10,12,15,17 &19). To 
prevent duplication or fragmentation of existing dialogue forums, the EU delegation in 
165 
 
Ethiopia decided to move forward with EU+ joint programming in a pragmatic way. In 
a draft discussion paper, it was suggested to “cherry-pick key areas where EU-joint-up 
work could increase EU leverage in the sector policy dialogue, ultimately leading to 
better, better targeted and better sustained results in the sector, and enhanced EU 
visibility” (EU Delegation to Ethiopia, 2014). It was agreed to work towards an 
enhanced strategic focus of the MDG PF, to use EU+ joint messaging in the discussions 
on the HSTP, to strengthen the common knowledge on working in developing regional 
states, to take steps towards SBS and to collaborate on reporting on the spending of 
GAVI and the Global Fund in Ethiopia (Ibid).  
Most Member States (Ireland, Italy, the Netherlands and Spain) that are active in the 
health sector in Ethiopia were supporting the process of joint programming and also 
referred to the ongoing discussions on EU+ Joint Programming in their policy 
documents (Irish Aid, 2014; Italian Government and Ethiopian Government, 2013b; 
Kingdom of the Netherlands, 2014a; Spanish Embassy in Ethiopia & Ethiopian MOFED, 
2011). Nevertheless, the respondents stressed that EU joint programming does not 
necessarily mean joint implementation of programmes, as every Member State should 
be able to continue to focus on their own objectives. The UK, which has a huge 
programme in the health sector in Ethiopia, did not really seem to be participating in 
the process. In the business case for the new health programme, they do not even refer 
to the discussions on EU Joint programming (DFID, 2015c).  
5.2 Analysis of donors’ approaches 
5.2.1 General overview 
On the one hand, the differences between donors’ approaches in Ethiopia are 
relatively small, especially compared to other countries such as the DRC. This is mainly 
due to the strong ownership and leadership of the FMOH, which succeeded in aligning 
the donors with its plans and priorities. Respondents stated that the Ministry is very 
much “in the driver’s seat” (ETH-4) and that “it is not very easy for any partner to work 
with the government without fully aligning with what they want to do” (ETH-9). This 
enabling context led several respondents to claim that the differences between 
donors’ approaches are less substantial than is the case in other countries. Referring 
to the debate on vertical and horizontal approaches, one of the respondents even 
claimed that “they have solved this problem largely in this country and many countries 
could learn from this” (ETH-6). Some respondents also claimed that there is not much 




On the other hand, several other respondents acknowledged that – while being less 
substantial than in other countries – there still remain important differences among 
donors. Similar to the other country cases and in line with literature, a trans-Atlantic 
divide was perceived by several respondents from European donors and a respondent 
from the FMOH, who claimed that European donors are more aligned with the 
Ethiopian plans and priorities than is the case for the US (ETH-3, ETH-5, ETH-8, ETH-16). 
This can be illustrated with the following quotes.  
“I think the European donors try to align as much as possible. That either being trough SBS or 
through support to the MDG/SDG PF, I think the majority are quite committed to really working 
in line with the government and the priorities, whereas you have the US working in parallel.” 
(ETH-3) 
“The principles are clearly shared within the EU. For example, the vertical approach of USAID is 
totally different from our approach.” (ETH-16) 
The relatively high level of alignment can be evidenced by the fact that all European 
donors in the health sector have been contributing to the MDG/SDG PF. Table 5-1 
provides an overview of the disbursements to the MDG/SDG PF over the years 
according to the annual performance documents of the Ethiopian FMOH. Over the 
whole period, European donors have provided 80% of the total MDG/SDG PF budget 
and most of the remaining funding has been provided by UN organizations and GAVI 
to which several EU Member States are contributing large amounts of funding. Some 
of the respondents from European donors were skeptical about the efforts of 
multilateral organizations to join the SDG PF, criticizing the World Bank’s request for a 
“special treatment” in the SDG PF (ETH-5) as well as the small contributions of UN 
agencies to the fund, “just to get a seat” (ETH-18).  
The US does not give any of its resources to the SDG PF and channels all its funding 
through channel 3. According to a respondent in Ethiopia, the reason for not joining 
the SDG PF is three-fold. First of all, through financing the SDG PF, it would not be 
possible to reach the very specific reporting requirements. Second, USAID is legally 
restricted from financing abortion services or some other services related to family 
planning. As abortion is allowed in specific circumstances in Ethiopia, funding the 
SDG PF would conflict with this law. Lastly, the American congress – which is heavily 
influenced by a big Ethiopian diaspora in Washington DC – is against direct support to 
the government, because of human rights violations.  
As the US works with its own implementing partners, it is perceived by European 
donors as the least aligned donor. While the American programmes are “dictated by 
Washington”, a respondent working at the USAID delegation in Ethiopia nevertheless 
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claimed that they work closely with the government, by negotiating all plans with the 
government, having regular meetings and doing joint reporting. The FMOH is not in 
favor of the approach whereby donors work with their own implementing partners. 
When listing the financial contributions of development partners in the Annual 
Performance Reports, it is always explicitly mentioned that channel 3 contributors are 
not included and that the major share of US funding is thus not reported (FMOH 
Ethiopia, 2013, 2014, 2015b, 2016). However, the Ministry is trying to make the 




Table 5-1: MDG/SDG PF Disbursements (FMOH Ethiopia, 2014, 2017) 
  2008/2009 2009/2010 2010/2011 2011/2013 2012/2013 2013/2014 2014/2015 2015/2016 2016/2017   
EU             7,565,337 7,650,273 9,476,031   
GAVI           33,420,034   20,742,868 19,189,980   
World Bank           35,393,073 34,521,883 3,667,317 8,278,443   
Netherlands Embassy         5,714,275 7,142,827 14,862,788 15,874,899 10,808,128   
AusAID       7,445,900 12,561,360 4,973,250         
WHO   664,303 300,969 698,773   148,337         
UNICEF       500,000 1,000,000 1,500,000 500,000 453,867     
UNFPA   1,000,000 1,000,000 995,189   2,000,000         
AECID/Spanish Aid 6,210,964 7,351,996 6,416,510 6,846,500 4,547,543 2,022,548 1,112,199   1,043,900   
Italian Cooperation       3,793,853     3,544,798 2,724,005 1,560,824   
Irish Aid   1,924,660 2,217,960 3,484,285 2,447,777 5,523,618 13,620,726 6,911,116 4,720,022   
DFID 4,407,268 12,934,392 43,314,566 81,577,544 106,964,000 142,558,200 101,647,000 45,344,460 55,991,250   
total 10,618,232 23,875,351 53,250,005 105,342,044 133,234,955 234,681,887 177,374,731 103,368,805 111,068,578 952,814,588 
total from EU donors 10,618,232 22,211,048 51,949,036 95,702,182 119,673,595 157,247,193 142,352,848 78,504,753 83,600,155 761,859,042 




5.2.2 Synthesis of European donors’ approaches 
Figure 5-7 provides an overview of European donors’ approaches in Ethiopia. As all 
European donors have been supporting the MDG/SDG Fund, their programmes are 
relatively similar in terms of focus and state involvement. Nevertheless, there are still 
some differences which explain the different positions on the framework. Differences 
in focus relate to specific objectives donors wants to obtain, which can be manifested 
by pushing for certain topics in discussions about the SDG PF, but also by funding 
additional specific projects/programmes through which a specific theme is stressed. 
Differences with regards to the level of public involvement relate to the fact that some 
European donors are transferring a relatively big amount through NGOs, in addition to 
the SDG PF. Furthermore, the position of donors on whether or not to join the EU in 
providing SBS is taken into account. 
The Dutch approach is hybrid and pragmatic. While the Netherlands has been 
contributing to the MDG/SDG performance fund, it has a very clear focus on SRHR 
which also results in a big part of complementary funding for NGOs. The approaches 
of the UK, Ireland and Italy can be classified as semi-comprehensive and state-
supportive. These countries are contributing most of their funding to the MDG/SDG PF 
which entails a comprehensive focus and a relatively high level of state involvement, 
but they also have some smaller complementary programmes with a more targeted 
approach. The EU’s approach recently changed from hybrid and pragmatic to 
comprehensive and state-supportive, as it decided to switch from funding UNICEF (that 
transferred part of the money to the MDG PF) to SBS. Spain’s approach can also be 
considered as comprehensive and state-supportive as it has provided almost all of their 
money to the MDG/SDG PF.  
In the next paragraphs, the approach of each European donor will be discussed more 
in depth. As the field research took place in December 2015, the main findings relate 
to this period and the years before. However, for the EU, DFID and the Netherlands, 
reflections are also made on more recent years, as new policy documents on this 
period are publicly available. Ireland’s country strategy was running from 2014-2018, 
which implies that the discussion on their approach probably remained valid until 
2018. For Italy and Spain, it has not been possible to access information about new 




Figure 5-7: European donors’ IHA approaches in Ethiopia – application framework 
 
5.2.3 The EU 
The EU’s approach recently changed from hybrid and pragmatic to comprehensive 
and state-supportive. Under the 10th EDF, the EU channeled its money through 
UNICEF. Half of this grant was allocated to the MDG/SDG PF and the other half was 
used for targeted activities related to maternal health. When starting the 11th EDF, 
the EU decided to switch to SBS in the health sector, which is in principle the most 
aligned aid modality and entails a comprehensive focus as it is following the priorities 
of the country. Nevertheless, additional EU funding has gone to activities on social 
determinants of health implemented by CSOs.  
The EU started to contribute to the health sector in Ethiopia in 2014. After the mid-
term review of the 10th EDF, there appeared to be leftover money and it was decided 
to give this money to the health sector of Ethiopia (ETH-3 & ETH-19). The FMOH was 
asked to develop a programme on maternal health, and it proposed to contribute to 
the MDG PF (ETH-8). Although committed in principle to pooled funding, there were 
however constraints from Brussels to transfer the money directly to the MDG PF, as 
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the public financial management systems of this fund were not evaluated good enough 
(ETH-5, ETH-10, Janovsky et al., 2014, p. 5). Therefore, it was decided to transfer a 
€40.2 million grant to UNICEF, for a project to scale-up maternal health and new-born 
care for a three year period (2014-2016) (Africatime.com, 2014). Of this grant, €20 
million was allocated to the MDG PF and the other half was used for targeted activities 
related to maternal health. Consequently, the focus of the EU at that time can be 
considered to be hybrid. The decision to channel the funding to UNICEF and indirectly 
contribute part of the money to the MDG PF made that the level of state involvement 
was rather pragmatic. A respondent from an EU Member State regretted the choice of 
the EU to transfer the money through an UN agency instead of collaborating with one 
of the EU Member States active in the health sector. In general, there was little 
discussion with the EU Member States to decide upon the health project under the 
10th EDF, which was partly because decisions had to be made fairly quickly (ETH-5, 
ETH-19).  
For the 11th EDF (2014-2020), health is one of the focal sectors. The overall objective is 
to “improve health outcomes for all through contribution towards the achievement of 
national Health Sector Development Programme Targets” (European Commission & 
Government of Ethiopia, 2014, p. 13). The document refers to the ‘one plan, one 
budget, one report’ principle of the IHP+. Instead of continuing its contribution to the 
MDG/SDG PF (through UNICEF), the EU wanted to start SBS. Although the SDG PF had 
a lot of advantages in terms of alignment and harmonization of donor programmes, it 
is still an extra-budgetary fund which is out of control of the government public 
financial management system. The EU therefore preferred SBS as the money would 
then go through the treasury, which leads to a bigger freedom for the government to 
decide on where the money should be going to. According to the action document, the 
challenges in the health sector go beyond the reach of the SDG PF. The pooled fund 
focuses mainly on procurement, which is only one part of the health system. The use 
of SBS would facilitate coordination between the MOFED, the FMOH and the regions, 
which allows “addressing financing and sustainability issues that cannot be addressed 
through other modalities” (European Commission, 2014, p. 14). The EU thus considered 
SBS as a more “matured” aid modality which is feasible in Ethiopia given the well-
defined strategies and well-functioning management of the health sector (ETH-3, ETH-
10, European Commission, 2014).  
“That's why budget support should be a more mature way of cooperating. Mature on our part, 
the partners. But also mature for the government, which is not creating a parallel structure or 
parallel circuit or allocating scarce qualified human resources to administering your contracts, 
so they can focus on what really matters.” (ETH-10) 
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Despite the discussions and different opinions among state-officials and EU Member 
States (supra), the EU in the end decided to continue with the process. It was decided 
to start with SBS for three years (2016-2018) with a total support of €115 million, “to 
enhance the implementation of the HSTP which aimed at improving equitable access 
and quality of healthcare across the decentralized service delivery system in Ethiopia” 
(European Commission, 2014, p. 3). The amount allocated for the disbursement of SBS 
budget is €100 million, and €15 million is dedicated for complementary support which 
included capacity development measures such as support to the M&E of the PFM 
reform and the strengthening of the health sector financial and fiduciary management 
(Ibid.). Despite the reluctance of the Ministry of Health with regards to SBS, this aid 
modality is in principle the most aligned aid modality and therefore implies a state-
entrusting approach. However, in addition to the SBS, the EU delegation also plans a 
programme of €30 million on social determinants in health (ETH-3). This intends to 
complement the health SBS, as it would be implemented more through civil society 
organizations. Consequently, the EU’s approach under the 11th EDF can be classified as 
state-supportive and comprehensive.  
5.2.4 The Netherlands 
The Dutch approach can be classified as hybrid and pragmatic. In line with its general 
development cooperation guidelines, the country is focusing on SRHR in Ethiopia. 
However, in contrast to the programmes in most other partner countries, it has still 
contributed to the broader health system in Ethiopia by funding the MDG/SDG PF. 
Nevertheless, the indicators and policy dialogue is mainly focused on SRHR. 
Furthermore, the SDG PF funding is complemented with funding for several NGOs 
that are working on more specific SRHR themes. While the contribution to the SDG 
PF implies a high level of state involvement, the Netherlands also strongly believes 
in the role of the private sector in health and in the countervailing power of NGOs. 
The Netherlands considered joining the EU in providing SBS, but decided to refrain 
from this as the FMOH disliked this modality. 
The Netherlands has a long history of support to the health sector in Ethiopia. 
Following the reform of its development cooperation, it is prioritizing SRHR. The 2011-
2015 strategy aimed to “improve the reproductive health of – in particular young – 
women and men, by improving the availability, quality, affordability and utilization of 
sexual and reproductive health services of public, NGO and private providers”, but at 
the same time also aimed to “have health systems strengthened with emphasis on 
leadership and governance, health systems financing, health information systems, 
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human resources for health and medical supplies” (Kingdom of the Netherlands, 2012, 
p. 11).  
This resulted in two kinds of support. One the one hand, the Netherlands supported 
several NGOs “to build capacity of public, private and NGO service providers”. DKT was 
funded for social marketing on contraceptives and abortion (with an important 
component of contraceptives supply for the public sector), Marie Stopes International 
and Family Guidance Association of Ethiopia were funded to support SRH services 
provided by private facilities and NGOs, and the Consortium of Reproductive Health 
Associations (CORHA) was supported to establish regional networks of NGOs. In 
addition to this NGO-support, the Netherlands also decided to join the MDG PF in 2012, 
with a gradually increasing contribution. The contribution to this fund is quite 
surprising, as in most partner countries, the Netherlands has decided to withdraw from 
the health sector in general and to focus only on SRHR. However, according to a 
respondent, it was agreed that Ethiopia and Mozambique would be the only countries 
where the Netherlands would still invest in health systems strengthening. 
Furthermore, it was expected that the funding would be used mainly to implement the 
health extension programme, which also prioritized family planning (Kingdom of the 
Netherlands, 2012). 
The combination of these aid modalities makes that the Dutch approach can be 
classified in the middle of both continuums. The focus is considered to be hybrid. While 
the SDG PF has a comprehensive approach, the Netherlands perceives it as a way to 
make progress on SRHR and also focuses a lot on SRHR in the policy dialogue. The 
Netherlands perceives itself a frontrunner when it comes to discussing and supporting 
sensitive topics like abortion and youth and adolescent sexual and reproductive health. 
Furthermore, the NGO-support is also focused more narrowly on SRHR. The level of 
state involvement is pragmatic. While the contribution to the SDG PF implies a high 
level of state involvement, the Netherlands believes that the private sector and NGOs 
should play an important role in the health system as well. Marie Stopes International 
for example is mainly focusing on sexual and reproductive health services in the private 
sector. Nevertheless, this support does not result in entirely parallel systems, as the 
policy document mentioned that the NGOs “collaborate with district and regional 
health offices and the Federal Ministry of Health (FmoH) to integrate their activities in 
the ‘one plan, one budget and one report’ approach” (Kingdom of the Netherlands, 
2012, p. 11).  
The hybrid and pragmatic approach continued when the 2014-2017 strategy was 
launched. The strategy again prioritized health system strengthening as well as more 
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specific goals on SRHR, which would be achieved by combining governmental, NGO 
and private sector engagement (Kingdom of the Netherlands, 2014a). The Netherlands 
committed to provide €40 500 000 to the SDG PF between 2016-2020. Within the 
policy document on the SDG PF-support, it is stated that this support is in line with 
their SRHR policy and that the pooled fund results in a relatively high value-for-money.  
“A substantial EKN [Embassy of the Kingdom of the Netherlands] contribution in this fund [the 
SDG PF] will not only give results of which quite some are fully in line with Dutch SRHR policy, 
but it also does so in an effective and efficient way (value-for-money is rather high)” (Kingdom 
of the Netherlands, 2016, pp. 11–12)  
At the same time, the respondent from the Dutch delegation stressed that the 
Netherlands continues to believe strongly in the role of the private sector in health and 
in the countervailing power of NGOs. Consequently, it continued supporting DTK, 
Marie Stopes and the Family Guidance Association to increase access to sexual and 
reproductive health services and sexuality education for youth. 
Before signing a new funding agreement for the SDG PF, the Netherlands also 
considered the option to join the EU in their SBS. However, in the end it was decided 
that changing their support to SBS was “too premature” (Kingdom of the Netherlands, 
2016, p. 11). As mentioned in the appraisal document on the Dutch SDG PF support, it 
was mentioned that the FMOH was very explicit in their dislike towards the 
Netherlands joining the SBS (Kingdom of the Netherlands, 2016). The main reason for 
this seemed to be a distrust between the FMOH and the MOFED when it comes to 
forwarding donor funding through MOFED to the health sector. On top of that, the 
Dutch government and parliament are in general less in favor of (sector) budget 
support, as the Netherlands has stopped their support in most partner countries. 
Consequently, a respondent claimed that the delegation did not want to put efforts in 
convincing their own government and parliament to switch to SBS, if (part of) the 
Ethiopian government is not even in favor of this modality. Consequently, the 
Netherlands decided to continue funding the SDG PF, while at the same time 
acknowledging that the challenges on improving the equality and quality of the 
Ethiopian health system might in future require a different funding mechanism.  
5.2.5 The UK  
The UK’s approach in Ethiopia is semi-comprehensive and state-supportive. The 
majority of the British funding has gone to the MDG/SDG PF, which entails a high 
level of state involvement and a comprehensive focus. Nevertheless, the continued 
support for the MDG/SDG-performance fund has been combined with some smaller, 
more targeted programmes on maternal and reproductive health which are 
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implemented by CSOs but in close collaboration with the FMOH. Based on the policy 
documents, this approach has continued after 2015. However, the new programme 
focuses a lot on domestic financing and also refers to a potential future exit of DFID 
from the health sector.  
DFID (together with Spain) was the first donor which contributed to the MDG PF in 
2008 and has contributed the majority of its health funding through this modality since 
then. Through its Support for the Ethiopian HSDP programme, DFID contributed £275 
million to the fund between 2011 and 2015, which equals more than half of the total 
budget. The business case of the programme stressed the comprehensive focus, 
stating that a contribution to the pooled fund would ensure that “progress is delivered 
across the Health Sector Development Programme (HSDP) priorities, not just one 
particular issue or disease, and systems and services are strengthened for sustainable 
improvements” (DFID, 2011). The support to the MDG PF involves a relatively high level 
of state involvement. DFID considers itself “a leader on aid effectiveness” with a 
commitment “to align its funding behind a government owned programme and 
encourage other donors to harmonise their efforts” (Ibid.). Nevertheless, the business 
case of the programme also made clear that the MDG PF is not only preferred because 
of the high level of alignment, but also because it has “the best value-for-money”. In 
contrast to other countries (including Mozambique and Uganda) where the UK lost 
confidence in the government’s system, the UK is trusting the Ethiopian pooled fund, 
due to the strong and committed leadership, little corruption and strong results.  
While the contribution to the MDG PF accounted for the largest share of DFID’s funding 
in the Ethiopian health sector, DFID also had smaller complementary programmes. One 
programme aimed to provide “demand-driven” technical-assistance to build capacity 
in the health sector to implement and monitor the HSDP IV (DFID, 2011b). The budget 
for this programme was £2 million, of which around two-thirds was channelled through 
the Technical Assistance Health Pooled Fund that was managed by the Federal Ministry 
of Health and administered by UNICEF and the remainder was administered bilaterally 
by DFID. The second complementary programme for 2011-2015 was a £18 million 
programme which aimed to increase access to reproductive health commodities (DFID, 
2011c). It concerned more targeted support, as the main aims were to make some 
“quick wins” in avoiding unintended pregnancies and reducing HIV and AIDS. It implied 
a lower level of state involvement as DFID decided to collaborate with the social 
marketing organisation DTK to procure and distribute reproductive health 
commodities through predominantly private sector channels. Interestingly however, 
the business case mentioned that “the FMOH has been clear that they want any 
‘earmarked’ funding, such as that for reproductive health, to be channelled through a 
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third party agency and not through GoE channels” (DFID, 2011c). Third, there was a 
programme Reducing Barriers and Increasing Utilisation of Reproductive Maternal and 
Neonatal Health Services in Ethiopia, through which the UK provided up to £25 million 
over four years (2012/13-2015/16) to establish a Reproductive Maternal and Neonatal 
Health Innovation Fund (RIF) (DFID, 2012c). The RIF would be managed by the FMOH 
in a specific earmarked account, to make sure that the entire resources will be spent 
on removing barriers for Reproductive Maternal and Neonatal Health. It concerned a 
more targeted approach, but still ensures a relatively high level of state involvement. 
Lastly, Ethiopia also received money from a DFID’s centrally funded programme which 
aimed to reduce death and injury from unsafe abortion and increase contraceptive use 
in several countries and largely works with non-state actors. 
In sum, the UK has been the biggest funder of the MDG PF, but it also had some smaller, 
more-targeted programmes which were implemented by CSOS but in collaboration 
with the FMOH. Therefore, the UK approach can be classified as semi-comprehensive 
and state-supportive. Based on the policy-documents, this approach also continued in 
the period after 2015.  
As the Support for the Ethiopian HSDP Programme ended in 2015, a new programme 
was launched entitled Sustaining and Accelerating Primary Health in Ethiopia. This 
programme aims to “sustain and accelerate the pace of improvement in adolescent, 
maternal and child health in Ethiopia by: improving the functionality of primary health 
care units; reducing health inequalities; and, increasing domestic financing for health” 
(DFID, 2015c). It was decided to continue funding the SDG PF with £238 million over 5 
years, as this was considered to be “the best option in Ethiopia given the extremely high 
level of focus by the GoE on results and our ability through this mechanism to discuss 
and influence how to achieve results” (p.3). In contrast to the previous programme 
however, the document very much stressed the importance of domestic financing for 
health. Despite the success of the pooled fund, DFID claimed that a lot of funding would 
be needed to further develop the Ethiopian health system and go beyond the basic 
level of primary health care. Claiming that this funding cannot only come from 
development partners, DFID dedicated an additional £12 million for technical 
assistance towards the FMOH to improve domestic financing for health. This technical 
assistance would be managed by DFID, and not through the Technical Assistance 
Health Pooled Fund. The reason to not use the pooled fund was mainly because DFID 
did not agree with the purposes for which the money in this fund was used in the past. 
For example, a disproportionate amount of resources was used for international 
learning visits with no clear value-for-money analysis (DFID, 2015c).  
177 
 
In preparation of the Sustaining and Accelerating Primary Health in Ethiopia 
programme, DFID also considered to partner with the EU delegation to provide SBS. 
However, this option was considered to be less feasible as it scored lower in terms of 
the likelihood to facilitate the policy debate, strengthen the state-institutions in the 
health sector and encourage domestic financing for health (DFID, 2015c). A respondent 
from DFID also referred to the risk that the money that is put directly in the treasury 
might not go to the health sector. It was also considered to partner with the World 
Bank through its Programme for Results instrument (P4R), but this was thought to be 
less aid effective as there would be additional assessments for the Disbursement 
Linked Indicators (DFID, 2015c). Furthermore, it was thought that a direct contribution 
to the SDG PF would better address certain weaknesses inherent in the health sector 
(particularly around systems strengthening, reducing health inequalities and improving 
domestic financing and sustainability).  
The continuation of funding the SDG PF implied a relatively comprehensive, state-
supportive approach, but at the same time the complementary programmes focused 
more specifically on family planning were still continuing. In addition, there was also 
an additional programme launched entitled ‘Family Planning by Choice’ which would 
provide £90 million over four years (2017-2020), using a mix of earmarked financial aid 
through the SDG PF and a results-based mechanism (DFID, 2017a). In sum, the entire 
approach of the UK continued to be semi-comprehensive and state-supportive. 
Within the business case document of the more recent programmes (which were 
published after the field research), reference is made to a “planned and responsible 
exit” from the health sector. This did not came up during the interviews in December 
2015, but apparently it has been proposed to exit the health sector in 2020. 
Nevertheless, a report of three British parliamentarians who visited the health 
programmes in Ethiopia recommended to not withdraw from the health sector 
(Results UK, 2015). They claimed that “a five year period would be too rapid and would 
result in a significant drop in available funds” and that it “would break a highly 
successful partnership and would give a very negative message to other donors” (p.9). 
Furthermore, the report also mentioned that DFID should continue its support to 
Global Health Initiatives such as GAVI and the Global Fund, but that these funds cannot 
take up for cuts or even a total withdrawal of the bilateral programme.  
5.2.6 Ireland 
Ireland’s approach is semi-comprehensive and state-supportive. Although the policy 
documents mention a specific focus on maternal and child health, the majority of the 
Irish funding has gone to the MDG/SDG PF, which has a comprehensive focus. In 
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addition to funding the SDG PF, Ireland has also provided regional support through 
regional bureaus and NGOs. As there is a high level of collaboration with the state 
institutions at both central and regional level, the approach can be considered to be 
state-supportive.  
Health is a clear priority for Ireland in Ethiopia, as one of the two objectives of the Irish 
Country Strategy Paper 2014-2018 is “to improve the nutrition and health of poor rural 
women and children” (Irish Aid, 2014). The specific output related to the health sector 
is “increased use of improved maternal health care services by poor women” (Ibid.). 
Despite this specific focus on maternal and child health, the majority of the funding has 
nevertheless gone to the MDG/SDG PF, which has a broader scope. Ireland has been 
supporting the MDG/SDG performance fund since 2009. While it is not possible to 
earmark the contribution through the pooled fund, a respondent from Irish Aid 
clarified that Ireland is supporting the fund because “by default maternal health is a 
priority of the government” and because it is “an ideal mechanism to strengthen the 
health system of the country”. As it dates from 2014 already, the strategy document 
did not elaborate upon the option of joining the SBS of the EU. Nevertheless, a 
respondent clarified that Ireland in principle supports the idea of SBS, because it is the 
highest level of alignment to the government. However, it was decided to continue the 
support to the SDG PF because this was the most powerful forum for policy dialogue 
and because it was considered to be relatively successful. 
In addition to funding the SDG PF, Ireland also provides regional support to Tigray and 
the Southern Nations, Nationalities, and Peoples' Region (SNNPR). Within these 
regions, Irelands collaborates with several partners, including the regional health 
bureaus to “strengthen their local response to the crisis in maternal health” (Irish Aid, 
2014, p. 11). As explained by a respondent, Irish Aid prefers the combination of both 
national and regional support, as the latter provides the opportunity to know what is 
happening on the ground, which can lead to lessons that can feed in the policy 
discussion at federal level. Ireland also supports several NGOs, which are mainly 
working in these two provinces. According to a respondent, this allows to “fill the 
gaps”, as NGOs are thought to be able to reach out to the most marginalized 
population groups or the most remote areas and at the same time the NGO support 
also “strengthens the social accountability on the demand side”. One of the 
organizations that has been receiving funding from Irish Aid is Voluntary Service 
Overseas (VSO). This NGO focuses on a so-called ‘ripple-effect’, by sending volunteers 
to train teams of doctors and nurses to provide an improved system of healthcare. In 
Ethiopia, the NGO has set up Neonatal Intensive Care Units and trained local staff to 
run the units and train others to set up their own. In 2014, the organization received 
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an ‘award for Good Practices in Health Care’ from the Ethiopian Ministry of Health 
(thejournal.ie, 2014).  
5.2.7 Italy 
Italy’s approach is similar to the approach of Ireland and the UK, as it is semi-
comprehensive and state-supportive. Italy provided funding to the MDG/SDG PF, 
which by default entails a more comprehensive focus and high level of state 
involvement. In addition, Italy funded programmes with a more targeted approach, 
which were nevertheless meant to be gap-filling and implemented in collaboration 
with the Ministry of Health and Regional Health Bureaus.  
While Italy did not sign the original Joint Financing Agreement of the MDG PF in 2008, 
it joined the fund a few years later and contributed for the first time in 2011/2012 
(FMOH Ethiopia, 2013). Nevertheless, the contribution to the MDG PF was only one 
part of the Italian health funding. Italy’s country framework for 2013-2015 mentioned 
that a €10.8 million grant and a €5 million soft loan would be allocated to the health 
sector (Italian Government and Ethiopian Government, 2013b). More specifically, 
Italy’s health programme for 2013-2015 consisted out of 4 aid modalities (Italian 
Government and Ethiopian Government, 2013b, 2013a). First, Italy contributed a  
€7 million grant to the MDG PF, which accounted for about 40% of its total budget. 
Second, a grant of €3.5 million was provided to support the health information system 
development, in partnership with the FMOH and Regional health Bureaus. More 
specifically, this grant would be used for technical and financial support to the federal 
and regional levels of the FMOH to implement the reformed Health Management 
Information System and develop the Community Health Information System. Third, a 
grant of € 300,000 euro was provided to the Technical Assistance Pooled Fund 
managed by UNICEF. Lastly, € 5 million was provided as a soft loan to the health sector. 
This soft loan served to strengthen health infrastructures at local level and had three 
main components (1): provision of pure and potable water for health centers in 
Amhara and SNNP Regions, (2) construction of drug warehouses for health centers of 
Amhara region, and (3) Electronic Medical Record implementation in Addis Ababa 
Hospitals (Italian Development Cooperation, 2013).  
The Italian approach can be classified as semi-comprehensive. Respondents from the 
Italian cooperation stressed that they want to focus on “multidimensional systemic 
issues” rather than on specific diseases. The support through the MDG PF has by 
default a more comprehensive focus. The other programmes are more targeted, but 
as expressed by a local respondent they are nevertheless aimed to be ‘gap filling’.  
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“We look at the regional plan, in some areas there is already a contribution from the treasury 
or other partners, but there are also gaps. And if these gaps are in line with our approach, we 
decide to take these line of activities to support.”  
When it comes to the level of state involvement, Italy’s approach can be classified as 
state-supportive since the donor contributed to the MDG performance fund and 
because its other programmes also involved a high level of collaboration with the 
central and regional state institutions. Nevertheless, the respondents also mentioned 
that Italy has also financed NGOs to implement health projects, which are “out of the 
direct control” of the Italian delegation in Ethiopia and therefore are not necessarily 
having a high level of state involvement. When it comes to the discussion on SBS, the 
local respondents at the time of our field visit seemed to be less in favor of this 
modality, given the risk that donors would “really lose any type of control on this”.  
My main sources on the Italian involvement were interviews with people working at 
the Italian delegation during the field work in December 2015 as well as some policy 
documents concerning the 2013-2015 programmes. As no policy documents were 
publicly available for the period after 2015, it is not possible to elaborate more on 
developments after the field visit. 
5.2.8  Spain 
Spain’s approach can be considered to be comprehensive and state-supportive. It has 
been one of the earliest and strongest supporters of the MDG PF and committed to 
provide the large majority of its funding thought this channel. Due to the economic 
crisis, the level of Spanish assistance reduced a lot, but the limited funding continued 
to be channeled through the SDG PF and Spain remained an active donor in the policy 
dialogue with other donors and the FMOH.  
Spain has been a prominent advocate of the aid effectiveness principles in the health 
sector. Together with the UK, they were the first contributors of the SDG PF in 
2008/2009. Within the Spanish Country Partnership Framework 2011-2015, 
compliance with the aid effectiveness principles was very much stressed throughout 
the whole document (Spanish Embassy in Ethiopia & Ethiopian MOFED, 2011). When 
it comes to the health sector specifically, reference was made to the IHP compact of 
2008 and the specific commitment in this document to channel 90% of the 
contributions to the health sector in 2015 through the MDG PF. Spain planned to work 
on two main components: (1) the improvement of access to basic health services and 
(2) the improvement of healthcare service quality (Ibid.). To support the first 
component, it was decided to continue funding the MDG PF with a contribution of € 
25 million. To support the second component, a smaller amount of € 3 million would 
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be used for interventions in support of hospital reform, mainly existing of technical 
assistance as well as specific financial support to certain regions. Given these broad 
goals, the decision to mainly contribute to the SDG PF as well as the big focus on 
ownership and alignment, the Spanish approach can be considered to be 
comprehensive and state-supportive.  
Due to the economic crisis, Spain could not fulfill its budgetary commitments made in 
the Country Partnership Framework and only 58% of the estimated funds were 
disbursed (Carmona, Mazarrasa, Tiedeke, & Getaneh, 2011). For health specifically, the 
contributions were also much lower than expected. While the SDG PF was supposed 
to have a budget of €25 million, only €10 million was disbursed. Nevertheless, the 
evaluation of the Country Partnership Framework 2011-2015 stressed that despite this 
modest contribution, Spain still played an important role in the sector, with a strong 
and active presence in dialogue platforms which was recognized and valued by the 
Ministry of Health and other donors (Ibid.). Spain was also the co-chair of the HPN from 
January 2014 to December 2015, together with UNICEF. Despite the limited amount of 
funding, Spain remained an active donor and a promoter of principles such as 
ownership and alignment, thus maintaining a comprehensive and state-supportive 
approach. Nevertheless, the strategy mentioned that individuals working for the 
Spanish delegation played an important role and that efforts should be made to ensure 
the good image of the Spanish cooperation in health.  
At the time of the field research, there was no clarity yet about the programmes after 
2015. The evaluation of the Country Partnership Framework 2011-2015 referred to the 
development of a follow-up framework, but at time of writing (April 2018) this new 
Country Partnership Framework did not seem to be published yet. According to the 
Annual reviews of the Ethiopian FMOH, Spain did not contribute to the MDG 
Performance fund in 2015/2016 and provided a small contribution of about €1 million 




6. European donors in Uganda 
6.1 Background 
6.1.1 Political background 
Uganda is a least developed country with a GDP of USD 24.079 billion and a population 
of 41,487,965 people (World Bank, 2016d). The country was colonized by Great-Britain 
and was a British protectorate between 1884 and 1962. After gaining independence in 
1962, the country went through a period of turbulence and unrest marked by internal 
conflicts between different ethnic groups, clashes with neighboring countries, a brutal 
dictatorship under Idi Amin from 1971 until 1979 and a civil war between the Uganda 
National Liberation Army and the National Resistance Army in the first half of the 
1980s.  
In 1986, rebel leader Yoweri Museveni and his National Resistance Movement gained 
power, and in 1996 Museveni won the presidential elections. Museveni introduced 
several reforms, which brought relative stability and economic growth to Uganda. 
However, the political and economic situation worsened in the first decade of the new 
millennium. In 2005, the constitution was altered to abolish presidential term limits, 
allowing Museveni to start his sixth term as a president in 2011. In 2016, he again 
extended his now more than 30-year rule after fraudulent elections. Furthermore, 
Uganda’s economy has been growing at a slower pace: while there was a 7% growth 
during the 1990s and early 2000s, there was an average annual growth of 4.5% from 
2010 until 2015 (World Bank, 2017).  
6.1.2 Donor-recipient relations 
After the end of the civil war in 1986, Uganda soon became a donor darling. In the early 
1990s, the neoliberal reforms introduced by Museveni and the rapid economic growth 
made the country attractive for donors (Habraken, Schulpen, & Hoebink, 2017). 
Throughout the 1990s uncoordinated project support was the dominant way of 
providing aid. Soon however, Uganda became a frontrunner in the aid effectiveness 
agenda and an ideal testing ground for implementing the Paris principles and providing 
budget support (Habraken et al., 2017; Lister, Baryabanoha, Steffensen, & Williamson, 
2006). 
In 1997, the government developed an overarching national policy framework; the 
Poverty Eradication Action Plan (PEAP). This plan highlighted primary health care, 
water and sanitation, rural roads, agricultural extension and universal primary 
education as priorities and became the key instrument to guide sector policies and 
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strategies, as well as government-donor partner relations (Lister et al., 2006). The PEAP 
was revised twice. It also incorporated a set of partnership principles to guide donor 
support. Soon after the launch of the PEAP, the sector-wide approach (SWAp) was 
introduced, first in education and health and later in justice and law (Habraken et al., 
2017). In addition, Uganda became the first country to receive debt relief through the 
Heavily Indebted Poor Country (HIPC) Initiative. To ensure that the additional 
resources from the HIPC Initiative were used for poverty reduction activities and to 
create a more ‘pro-poor’ oriented national budget, the Poverty Action Fund (PAF) was 
created (Habraken et al., 2017; Lister et al., 2006). 
The development of the PEAP, the SWAps and the PAF enabled donors to switch from 
project support to budget support (Habraken et al., 2017; Lister et al., 2006). Initially, 
donors mainly provided sector budget support (SBS) through the PAF, prioritizing 
certain sectors. Later, several donors also started to provide PAF general budget 
support (GBS) which was earmarked to the PAF as a whole or ‘full’ GBS which was 
completely un-earmarked.  
In 2005, several partners (the Netherlands, Norway, Sweden, Germany, the UK, the 
African Development Bank and the World Bank) signed a Joint Assistance Strategy for 
Uganda (the UJAS), which formalized the harmonized approach of donor assistance, 
centred on the PEAP (Habraken et al., 2017; IEG and Particip GmbH, 2015). Later, 
Austria, Denmark, the European Community and Ireland joined the UJAS as well, while 
donors such as the US, Japan and the UN did not take part in the UJAS process. In 2009, 
a group of 10 donors and the government of Uganda endorsed a Joint Budget Support 
Framework (JBSF), which brought all budget support partners into a single system for 
performance monitoring and policy dialogue (Ibid.).  
However, the JBSF was launched at a time when the trust between donors had been 
damaged, due to several reasons (Habraken et al., 2017; IEG and Particip GmbH, 2015; 
Williamson, Davies, Aziz, & Hedger, 2016). The government-donor relation 
deteriorated after the constitution was revised allowing the president to hold office of 
unlimited term, followed by the detention of opposition leaders and rigged votes 
during the 2006 elections. Furthermore, increasing concerns about corruption were 
also behind the change of heart of development partners. On top of that, policy 
preferences of the government and the donors began to diverge. While the PEAP had 
been developed in close collaboration with development partners, the government’s 
National Development Plan, adopted in 2010, was developed without any significant 
contribution from donors (Habraken et al., 2017). The plan’s aim was to turn Uganda 
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into a (low) middle income country and it focused on economic infrastructure, while 
social services – which donors considered important – were not a priority.  
As a consequence of the worsening political situation, several corruption cases and the 
diverging policy preferences, donors decided to not extend the UJAS and to return to 
individual country strategies (Habraken et al., 2017). Furthermore, donors started to 
shift back to project support and the amount of aid provided through budget support 
decreased substantially. While budget support (including GBS, SBS and debt relief) 
amounted to almost USD 700 million in fiscal year 2006-2007, it dropped below USD 
100 million in fiscal year 2012-2013 (IEG and Particip GmbH, 2015).  
In 2012, donors’ confidence in the government reached an historic low when a large 
corruption scandal in the Office of the Prime Minister was discovered, which entailed 
the embezzlement of donor funds intended to support recovery in Northern Uganda 
(Stierman et al., 2013; Williamson et al., 2016). This incident undid what little trust 
there was left in government systems and led to the suspension of budget support by 
all major donors. In 2013, some donors resumed budget support, however limited in 
both scope and volume (IEG and Particip GmbH, 2015). Overall, the lack of consistency 
and coordinated action among budget support donors undermined the credibility of 
their responses to the government (Habraken et al., 2017; Williamson et al., 2016). In 
2014, the introduction of the anti-homosexuality act – which imposed harsh penalties 
for homosexuality – was strongly condemned by the donor community, resulting in 
more aid cuts (Plaut, 2014).  
6.1.3 Health context 
Uganda is currently ranked 163th on the human development index (UNDP, 2016). 
After the end of the civil war in the mid-1980s and the start of the reforms under 
Museveni, the health sector – along with other sectors – saw rapid improvements in 
outcomes (IEG and Particip GmbH, 2015). In particular, Uganda has been very 
successful in fighting the HIV/AIDS epidemic in the 1990s, bringing down HIV 
prevalence among the adult population from a national average of 18.5% in 1992 to 
6.4% in 2004/2005. However, by the mid-2000s, the positive trends in health sector 
outcomes started to flatten out and the most recent years have seen a reversal or 
stagnation of health outcomes, including mortality rates for mothers and children and 
HIV/AIDS prevalence rates. Consequently, Uganda did not achieve the health MDG 
targets (UNDP & Republic of Uganda, 2015). The MDG to reduce child mortality was 
missed narrowly and the under-five mortality rate was 54.6 per 1000 live births in 2015 
(UNDP, 2016). The MDG target on maternal health was not achieved and maternal 
mortality is still relatively high; the maternal mortality ratio was 343 per 100 000 live 
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births in 2015 (Ibid.). MDG 6 on HIV/AIDS and malaria was partly met: while the targets 
on access to treatment for HIV/AIDS and the reverse of incidence of malaria were 
achieved, target 6A on reversing the spread of HIV was not met (UNDP & Republic of 
Uganda, 2015). In 2015, there was a HIV prevalence among adults of 7.1% (UNDP, 
2016.  
In response to the fragmented nature of support to the health sector in the 1980s and 
1990s, the government started to take initiatives to better streamline the assistance. 
When the PEAP was introduced in 1998, health was clearly among the priorities of the 
plan. In 1999, a national health policy was launched which was operationalized in the 
Health Sector Strategic Plan (HSSP) 2000/01-2004/05. This HSSP mainly focused on 
primary healthcare and put forward a strategy to deliver the Uganda National 
Minimum Health Care Package (UNMHCP) through a decentralized health system 
(Stierman et al., 2013). In addition, a SWAp was launched to improve the coordination 
in the sector and target efforts towards realizing the objectives stated in the HSSP 
(infra). Subsequent to the development of the National Development Plan in 2010, the 
second National Health Policy was launched in the same year (Ministry of Health 
Uganda, 2010b). The plan aims to achieve universal access to the UNMHCP. 
Furthermore, it prioritized health system strengthening emphasizing decentralization, 
strengthening public and private partnerships for health and addressing the human 
resource crisis. The second National Health Policy was operationalized through the 
Health Sector Strategic and Investment Plan (HSSIP) for 2010/11-2014/15 and later the 
Health Sector Development Plan (HSDP) for 2015/16-2019/20 (Ministry of Health 
Uganda, 2010a, 2015). Nevertheless, as mentioned above, the reduced importance 
attached by the government to social sectors including health has been considered to 
be a big problem by development partners.  
Health services in Uganda are provided by the public and private sector with each 
sector covering about 50% of the reported outputs (Ministry of Health Uganda, 2010b). 
The UNMHCP has been developed for all levels of the health system for both the public 
and private sectors. The private-not-for-profit (PNFP) health providers mostly concern 
facilities under the aegis of the Catholic, Protestant, Orthodox and Muslim Medical 
Bureaux. Unlike government facilities, the private health facilities charge user fees. 
Nevertheless, PNFPs are also subsidized by the Government. Uganda’s health system 
consist of the district health system, including the communities, village health teams, 
health centers at three sub-levels (parish/sub-county/county, respectively level II, III 
and IV) and district general hospitals (Ibid.). The district health services are managed 
by the local governments. The regional referral hospitals and national referral hospitals 
complete the multi-tiered system and are semi-autonomous institutions.  
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6.1.4 Health assistance context 
Numbers 
Similar to other countries, the DAH for Uganda has increased a lot since the beginning 
of the new millennium. Figure 6-1 provides an overview of all DAH to Uganda by source 
since 1990. As is the case for all partner countries, the relative importance of EU donors 
decreased tremendously over time, because of the enormous increase of DAH 
provided by the US. While EU donors were responsible for 70% of total DAH to Uganda 
in the period 1990-1999, their relative importance decreased to 32% for the period 
2000-2009 and further decreased to 20% for the period 2010-2016. At the same time, 
the importance of the US increased, providing repectively19%, 49% and 67% of all DAH 
to Uganda. 
Figure 6-1: DAH Uganda 1990-2016, by source (IHME, 2018) 
 
 
Since 2000, there have also been important changes in terms of the channels through 
which DAH has been provided. Figure 6-2 presents an overview of all DAH to Uganda 
by channel since 1990. As shown in the figure, most funding used to be channelled 
through bilateral EU channels in the 1990s. Since the mid-2000s however, new actors 
entered the scene, notably the Global Fund, GAVI and the BMGF. In addition, the 
bilateral US channel increased significantly and national and international NGOs also 
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Figure 6-2: Uganda DAH 1990-2016, by channel (IHME, 2018) 
 
Figure 6-3 and 6-4 provide the top 15 sources and channels of DAH to Uganda for the 
period 2012 until 2016. Similar to other partner countries, the US was by far the biggest 
source of DAH (providing 66% of total DAH), followed by the United Kingdom (9.3%). 
Over this period, 19.6% of all DAH to Uganda came from EU sources. When it comes to 
the channels, the bilateral US channel was the biggest channel (40% of total DAH), 
followed by the Global Fund (15.6%), NGOs (15.3%), and international NGOs (7.2%).  
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Figure 6-4: Top 20 Channels DAH Uganda 2012-2016 (IHME, 2018) 
 
Figure 6-5: EU donors DAH for Uganda 2012-2016 (IHME, 2018) 
 
Figure 6-5 provides an overview of the financial contributions of the most important 
European donors in the Ugandan health sector, distributed by channel. As mentioned 
in the introduction, the country chapters are focusing on the approaches of European 
donors that assigned health as a focal sector in the partner country. In Uganda, this is 
the case for 5 donors: the UK, Sweden, Belgium, Ireland and Italy. For the Netherlands, 
health is not a core priority for the Dutch Embassy. Nonetheless, the country provides 
funding from central level to several NGOs which are active on SRHR, which is why it is 
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also included in the analysis. As can be seen, Germany and France are also important 
contributors of DAH to Uganda in financial terms, but this is mainly because of their 
headquarters contributions to the Global Fund and GAVI, as health is not a focal sector 
of their bilateral programmes.  
Before discussing the European donors’ approaches, more information is provided 
about the developments on international health assistance in Uganda in the past 
decades.  
Development of the SWAp and health SBS 
Until the nineties, most donor support came through separate (disease-specific) 
projects. In the late nineties however, there were efforts both on general level and on 
sector level to align donor support better with the country’s needs (Cruz et al., 2006; 
Stierman et al., 2013). Following the development of the PEAP and the Health Sector 
Strategic Plan, a SWAp was launched in 2000, to coordinate donor support and bring it 
in line with the objectives listed in the Health Sector Strategic Plan. The SWAp 
encouraged donor to finance the health sector through SBS, which was often 
channelled through the Poverty Action Fund (Cruz et al., 2006). The World Bank as well 
as most European donors switched to budget support to finance the health sector. 
Donors that wanted to continue providing project-based support – including the US, 
Italy and Japan – were encouraged to plan the projects in line with the SWAp. The 
SWAp also prompted the creation of coordination groups (Ibid.). The Health Policy 
Advisory Committee (HPAC) was established as a forum for the Ministry of Health and 
donors to discuss and advise the Ministry of Health on the implementation of the 
National Health Policy and the HSSP. In addition, the Health Development Partners’ 
group (HDP-Group) was set up; a group for information sharing, discussion, consensus 
building and joint decision-making in which only donors participated.  
The SWAp was evaluated quite positively, as it led to coalition building and policy 
learning among all stakeholders and improved donor coordination (Cruz et al., 2006; 
Cruz & McPake, 2011). Furthermore, an increasing amount of health assistance was 
channeled through budget support. However, in the mid-2000s, several changes 
happened which undermined the SWAp and the provision of SBS. First, there was the 
launch of new initiatives such as PEPFAR and the Global Fund. While these initiatives 
resulted in a huge increase of funding for health, they mainly followed a project 
approach, putting stress on the still weak health system (Cruz et al., 2006; Cruz & 
McPake, 2011). In addition, the new funding was entirely focused on specific diseases, 
in particular HIV/AIDS. Second, the relation between the traditional SWAp supporters 
and the government deteriorated.  
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There were several reasons for the deteriorating relationship between the SWAp 
supporters and the government. As mentioned already, donors did not support the 
government’s decision to put less emphasis on social sectors. The de-prioritization of 
health led to a lot of frustration, making donors conclude that “whatever money you 
give will not reach the sector” (UG-11). Furthermore, there have been increasing 
concerns about corruption, due to major corruptions scandals in 2005 involving money 
of the Global Fund and GAVI damaging the entire health sector (Maniple, 2009; Taylor, 
2010). Importantly, limited progress was made in the health sector: according to the 
fourth Joint Assessment Framework (based on 2012 data), none of the health sector 
targets agreed upon in the context of the JBSF were met (IEG and Particip GmbH, 2015). 
At the same time, there was a major turnover of individuals both in the Ministry of 
Health as well as in donor delegations, with newcomers being less committed to the 
principles of the SWAp and SBS as their predecessors (Maniple, 2009; Stierman et al., 
2013). Lastly, some respondents also stated that European domestic governments at 
that time started to focus increasingly on a value-for-money and quick results (UG-1, 
2, 15 &19). 
The combination of all these factors resulted in European donors reducing the amount 
of SBS and there were several occasions when the SBS was temporarily suspended. 
Some European donors, such as Denmark decided to no longer support the health 
sector. While the Danish exit was officially justified using division of labour arguments, 
several people regretted this decision, as Denmark used to be a very strong supporter 
of the SWAp (von Krenshazy, Matterson, Ramadhan, & Wilkens, 2011; UG-6, 11 & 17). 
When the scandal at the Office of the Prime Minister happened, all donors ended their 
direct support to the government, which also meant the end of SBS for health. The only 
exception was Belgium, which restarted its SBS after a temporary suspension but 
nevertheless decided to end a few years later (infra).  
HIV/AIDS 
As the coordination and funding arrangements on HIV/AIDS have been organized 
separately from the health SWAp in Uganda, I discuss this briefly in the following 
paragraphs. Uganda is generally considered as “one of the world's earliest and most 
compelling AIDS prevention successes ” (Green, Halperin, Nantulya, & Hogle, 2006, p. 
335). During the nineties and early 2000s – before the availability of antiretroviral 
therapy – the decreased prevalence was considered to be a result of sexual behaviour 
change, condom promotion and HIV testing (Ibid.). In addition, the high level political 
support, multi-sectoral response and involvement of CSOs are believed to have 
contributed to this success (Parkhurst & Lush, 2004; Putzel, 2004). In 2001, the 
government established the Uganda AIDS Commission to spearhead and coordinate 
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the national and decentralized HIV response (Indevelop, 2014). Since 2002, the 
National HIV & AIDS Partnership Arrangement brings together several stakeholders 
(Ibid.). This partnership mechanism is used to coordinate programmes and activities 
around a unified National Strategic Plan and consists out of the Partnership Forum, the 
Partnership Committee and 12 Self-Coordinating Entities (Uganda Aids Commission, 
n.d.). Lastly, an AIDS Development Partners group was established, which is a separate 
donor coordination group alongside the Health Development Partners group.  
The financial contributions of the government to fight HIV/AIDS have been moderate 
and the country is heavily dependent on development partners’ support, with PEPFAR 
being the major and dominant funder since 2005 (Indevelop, 2014). However, some 
European bilateral donors have been active on the domain of HIV/AIDS as well: 
Denmark, Ireland and the UK have contributed considerable to programmes fighting 
HIV/AIDS and Sweden and Italy have provided smaller amounts to this sub-sector. 
These European donors have also played a role in the set-up of two basket funds.  
The first basket fund concerns the Partnership Fund, which was set up in 2002 to better 
coordinate the assistance for HIV/AIDS. More specifically, the Fund was used to (1) 
support operations of the Partnership Committee and Partnership Forum, (2) to build 
capacity for the Uganda AIDS commission and other HIV/AIDS agencies and (3) to plan, 
monitor and evaluate information and resources (Uganda Aids Commission, n.d.). The 
fund has been financed mainly by Denmark, Ireland and the UK, which provided 
respectively 55.52%, 31.8% and 13% of the funding between 2007 and 2012 (Ibid.).  
The second basket fund concerns the Civil Society Fund, which was set up in 2007 as a 
“partnership involving the UAC [Uganda AIDS Commission], development partners and 
civil society that offers grants and capacity building to scale-up effective, 
comprehensive HIV prevention and care services by CSOs” (Indevelop, 2014, p. 10). The 
fund has been mainly supported by the same three European donors mentioned 
above, but also by USAID. The latter contracted Deloitte to do financial, technical and 
monitoring and evaluation services for the Civil Society Fund (Indevelop, 2014). Similar 
to the Partnership Fund, the Civil Society Fund has been set up to harmonize donor 
practices and support country-led development, in line with the Paris principles. 
Nevertheless, Taylor (2010) has criticized the fund claiming that it has actually been 
designed to bypass the state as it is incompatible with Uganda’s SWAp on health. 
Furthermore, she points to the fact that the operating model of the CSF is based on a 
template of USAID, which is the biggest proponent of setting-up projects which are 
implemented by CSOs instead of giving a prominent role to the government.  
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Over the years, fighting HIV/AIDS became less of a priority for European partners active 
in Uganda. Denmark left the entire health sector in 2010 and the UK and Sweden focus 
on health in general instead of on HIV/AIDS. Currently, Ireland is the only remaining 
European donor dealing specifically with HIV/AIDS. According to one of the 
respondents, the Partnership Fund and Civil Society Fund are no longer active (UG-14), 
probably as a consequence of the exit of many donors and the damaged trust relations 
between the government and the donors after the scandal at the Office of the Prime 
Minister.  
6.2 Analysis of donors’ approaches 
6.2.1 General overview 
As stated above, European donors were the strongest supporters of the SWAp and SBS 
in the late nineties and the beginning of the 2000s, which implied a relatively 
comprehensive focus and a high level of state involvement. Respondents who have 
been involved in the health sector for several years already considered European 
donors to be working more in partnership with the government, often comparing them 
with the US which tends to work more through parallel systems This can be illustrated 
with the following quotes.  
“So Europeans in general have been better in terms of working with the governments and trying 
to seek their government priorities and working within the government systems […]. The 
Americans they create parallel systems, they are more interested in getting quick results. And 
they say we can't work with the government, the government is too slow, and the congress 
wants results.” (UG-7) 
 
“The European donors really will come in and consult you [the Ministry of Health] and sit on 
the table, and discuss on their approach. So you play a role as the steward and the leader of 
the services. And for health for instance, I think we saw a lot of funding going into HSS. […] 
Typically the American donors – I don't know which word to use – but the way it is driven, there 
is very little engagement with the government. Although it may be written on paper, if you look 
at the practice it is very little.” (UG-17)  
  
“In my view – and from that historical perspective and the more recent past – in terms of the 
programmes donors used to have, at least in the sense if I can call it ideologically, the 
Scandinavians tended to want to use as much of government systems as possible. So, the 
intention was always there, and efforts would be made – in my understanding – to make that 
profitable. [...]. Whereas definitely the Americans it is more likely to and in most cases it is really 
being projects, I mean there are a few sort of programmatic funding, where they work with 
other people around a certain programme, but much more it would be really a traditional 





However, the differences between the European donors and the US need to be 
nuanced. First, the respondents seemed to refer mainly to the UK, Sweden, Belgium 
and Denmark (the latter left the sector in the meantime), and less to the smaller 
European donors (in financial terms) being Ireland, Italy and the Netherlands, that have 
not provided health SBS. Second, the transatlantic divide seemed to have become 
smaller since the late 2000s, due to the suspension of SBS and the decision of some 
European donors to switch to programmes with a more specific focus, implemented 
through UN agencies and NGOs. Consequently, “the difference is less now” between 
European donors and the US (UG-7). Nevertheless, my research findings based on 
fieldwork in Uganda suggest that there are currently quite a lot of differences among 
European donors’ approaches in the health sector of Uganda, as will be discussed in 
the following parts.  
 
6.2.2 Synthesis of European donors’ approaches 
Figure 6-6 presents an overview of European donors’ approaches in Uganda. As 
illustrated in this overview, there are quite a lot of differences amongst them. The UK 
and Sweden switched from a semi-comprehensive, state-supportive approach to a 
semi-targeted, pragmatic approach. Both donors used to provide SBS, but after the 
suspension of SBS they decided to fund more targeted programmes (DFID supported 
programmes on malaria and family planning and Sweden programmes on SRHR), which 
are implemented through UN agencies and NGOs. Belgium still applies a 
comprehensive and state-supportive approach. Despite the fact that it also suspended 
the SBS to the health sector, it is implementing programmes which aim to improve the 
entire health system and which are implemented in close collaboration with the 
Ministry of Health. Ireland has had a semi-targeted approach and switched recently 
from a state-supportive to a more pragmatic approach. It focuses on HIV/AIDS with 
quite a lot of attention for coordination and policy dialogue, but in its new programme 
there is less direct involvement with the state institutions. The Netherlands is only 
active in the health sector of Uganda by funding NGOs for specific SRHR initiatives, 
which entails a semi-targeted and semi-parallel approach. Italy’s approach can be 
considered to be hybrid and pragmatic. While Italy has never provided SBS, the Italian 
programmes are developed and implemented in collaboration with the Ministry of 
Health and there is a focus on certain parts of the health system, mainly on equipment 
and infrastructure.  
In the next paragraphs, the approach of each European donor will be discussed more 
in depth. As the field research took place in March and April 2017, the main findings 
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relate to this period and the years before. I do no not elaborate on changes which 
might have taken place since May 2017. 
Figure 6-6: European donors’ IHA approaches in Uganda –application framework 
  
6.2.3 The UK 
The UK’s approach changed from semi-comprehensive and state-supportive to semi-
targeted and pragmatic. Until 2012, the UK provided SBS to the health sector in 
Uganda, complemented with more targeted support on HIV/AIDS, malaria and family 
planning. Following the corruption scandal, all budget support was suspended and it 
was decided that working through the government was no longer possible. Since 
then, all DFID’s projects in the health sector have been implemented by USAID, UN 
organizations and other implementing partners, while DFID nevertheless still 
considers it important to collaborate with the Ministry. The projects have had a 
rather specific focus on malaria and family planning, while still taking into account 
the broader health system.  
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Back in 1998, Uganda was the first country where the UK introduced budget support. 
Over the period 2011/12-2014/2015, a total of £77.5 million budget support would be 
provided to the Ugandan government (DFID, 2011e). As health was considered to be a 
priority for DFID, general budget support (£50 million) was complemented with a 
health sector delivery grant of £27.5 million, which could be considered SBS. While it 
was acknowledged in the business case about the programme that there would be less 
fiduciary and political risks when working through projects, the combination of sector 
and general budget support was preferred because it provides the best way to improve 
dialogue across the government and because it works through the government 
systems. Furthermore, the SBS would enable DFID to “have a deeper and more 
constructive dialogue on health sector performance”(DFID, 2011e, p. 23) and to “keep 
pressure on the government to increase the share of the budget going to health” (Ibid., 
p.12). The choice for budget support implies a high level of state involvement and a 
comprehensive focus. Nevertheless, the SBS was complemented with other 
instruments, including project-based funding to NGOs and private-not-for-profit 
organizations which had a more specific focus on family planning and reproductive 
health, malaria and HIV/AIDS. Consequently, the UK’s entire approach at that time can 
be classified as semi-comprehensive and state-supportive.  
The SBS programme was, however, ended earlier than scheduled, at the end of 2012, 
following the corruption scandal at the Office of the Prime Minister (DFID, 2012d). As 
explained by a respondent, DFID has not provided direct funding to the government 
since then, while the delegation is nevertheless still collaborating with the government.  
 “Because of a corruption scandal, we couldn’t do budget support anymore, and so our 
approach is to work directly through partners, so lots of work through multilaterals, and some 
direct engagement through implementing partners. That means our funding doesn’t go directly 
to government. But that said, we are very much working very closely with government, as a 
priority.” 
The remaining and newly launched projects have been focusing mainly on malaria and 
family planning and have been implemented by USAID, UN agencies or international 
NGOs.  
DFID has had several programmes on family planning and sexual and reproductive 
health. In 2010, a programme of £30 million was launched to contribute to the 
reduction of population growth by supporting the Government of Uganda/UN Joint 
Programme on Population (UNJPP) (DFID, 2016c). The programme aimed to improve 
the availability of family planning commodities, to raise awareness on family planning 
and to strengthen the policy framework around family planning and population issues. 
In 2011, an additional programme of about £32 million was launched on Accelerating 
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the Rise in Contraceptive Prevalence in Uganda (DFID, 2011a). Interestingly, the 
business case of this programme – which predated the corruption scandal and the 
suspension of budget support – discussed two possible strategies. One strategy was to 
support the government’s National Population Policy by providing additional funds to 
the UNJPP. The other was to scale up delivery of family planning services by non-state 
providers (both for-profit and not-for-profit) through additional investments, mainly 
through existing USAID contracts. While the first strategy was considered to be a better 
option to build national capacity, it was nevertheless decided to choose option two as 
this would lead to quicker results. In 2017, both programmes on family planning ended 
and a new programme of £38 million was launched to reduce high fertility rates and 
improve sexual and reproductive health outcomes (DFID, 2017b). Working through 
publicly funded health services was not considered a feasible option, not only because 
of the fiduciary risks, but also because the private sector was thought to be the 
preferred source of information and services on SRH. The programme has been 
implemented through a consortium of implementing partners and UNFPA. 
Nonetheless, the programme has been in line with the Uganda Family Planning Costed 
Implementation Plan from the Ministry of Health. Despite the rather specific focus on 
family planning, it aims to address a broad range of issues, including (1) a health 
systems strengthening component to tackle issues related to the quality of service 
provision, (2) an outreach and voucher scheme component to increase coverage of 
services, (3) a social behavior change communication component as well as (4) support 
to policy formulation and advocacy at both national and district levels. 
In addition to family planning, the UK has also been very active in combating malaria. 
From 2013-2017, the UK supported a programme on malaria control, which channeled 
about £34 million through USAID and UNICEF (DFID, 2013b). The project was launched 
soon after the corruption scandal at the Office of the Prime Minister, consequently 
direct financial support to the government was not considered an option for this 
project. However, the business case mentioned that there is “the need to not establish 
additional institutional structures to do things which other organisations are already 
doing, thereby delivering on the UK’s aid effectiveness commitments” (DFID, 2013b, p. 
13). Consequently, it was decided to work through USAID and UNICEF, that are 
important actors in supporting the National Malaria Control Programme. Quite 
interestingly, the business case shortly referred to “abiding concerns about the 
tendency of USAID to rely heavily on non-government mechanisms to deliver health 
outcomes, which risks undermining public health delivery systems in the long run” 
(Ibid., p. 13). In 2017, a new programme on malaria control was launched, providing 
about £45 million over five years (DFID, 2017c). Directly funding the government was 
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still not considered to be a viable option; DFID opted to continue working mainly 
through USAID and UNICEF. Furthermore, the business programme mentioned that 
DFID would end its bilateral support to fighting malaria after this programme and 
thereafter channel its malaria support through the Global Fund.  
In sum, since the suspension of its SBS in 2012, all DFID’s projects in the health sector 
have had a rather specific focus on malaria and family planning, while the broader 
health system is still taken into account. DFID’s approach can thus be classified as semi-
targeted. Given that the UK has worked through USAID, UN organizations and other 
implementing partners but still considers it important to collaborate with the Ministry, 
its level of state involvement can be considered to be pragmatic. The external 
perception of DFID has been a bit mixed. On the one hand, some respondents stated 
that “DFID is very very heavy on HSS” (UG-5) and that “DFID is really interested in 
building guidelines” (UG-10). On the other hand, DFID’s approach was considered to 
be “somewhere in the middle” (UG-6), as it increasingly has been implementing rather 
targeted and parallel programmes (UG-4 & UG-9).  
6.2.4 Sweden 
Similar to the UK, Sweden’s approach changed from semi-comprehensive and state-
supportive to semi-targeted and pragmatic. Until 2011, Sweden was an important 
supporter of the SWAp and it provided the majority of its funding through SBS. 
Within the policy dialogue with the Ministry and other donors, It was an important 
advocate of ownership and alignment and also highlighted the importance of SRHR. 
After 2011, Sweden did not continue providing SBS and it started funding projects 
with a more targeted focus on SRHR, implemented by UNFPA, UNICEF, the World 
Bank and CSOs.  
Sweden supported the SWAp since its inception in 2000 and provided a significant part 
of its financial resources through SBS since then. Over the period 2000-2010, 74% of 
its total budget was provided through SBS (von Krenshazy et al., 2011, p. 14). Although 
Sweden halted its GBS in 2005, it still continued to provide health SBS. Within the 2009-
2013 strategy, the Swedish objective on health read “improved access by poor people 
to health services and a reduction in the spread of HIV/AIDS” (Ministry for Foreign 
Affairs Sweden, 2009b). To achieve this objective, Sweden continued to channel a big 
part of its health funding as SBS. As agreed in 2008, Sweden contributed SEK 210 
million as SBS for health over the period 2008-2011 to support the implementation of 
the HSSP. In a memo about this support, it was mentioned that the provision of SBS in 
line with the HSSP priorities was even more important than before given the increasing 
amount of funding flowing through parallel channels (Embassy of Sweden Kampala, 
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2011). Furthermore, Sweden took up an active role in the policy dialogue on the SWAp, 
prioritizing SRHR and HIV/AIDS prevention, human resources for health as well as 
improved financial management and control in the health sector. Nevertheless, it was 
also mentioned that SBS only would not be sufficient to overcome the health 
challenges in Uganda, implying that Sweden opted for a “holistic approach” with a 
combination of aid modalities (Ibid.). In addition to the health SBS, Sweden provided 
support to capacity development. This technical assistance was initially planned to be 
provided through the ‘SWAp Partnership Fund’, but as this fund did not materialize in 
the end, Sweden initiated a delegated cooperation with BTC for a programme on 
planning, management and leadership (von Krenshazy et al., 2011). Furthermore, it 
also opted to provide indirect support for HIV and SRHR through civil society and the 
UN system (Embassy of Sweden Kampala, 2011; von Krenshazy et al., 2011). However, 
as mentioned before, these complementary projects accounted for a smaller part of 
the budget as the majority of the funding was going through SBS.  
In sum, the Swedish approach until 2011 can be summarized as follows. While the 
funding through SBS was comprehensive, Sweden paid particular attention to SRHR in 
the policy dialogue and also funded smaller, complementary projects which had a more 
specific focus on SRHR. Consequently, the Swedish approach at that time can be 
classified as semi-comprehensive. Furthermore, the provision of SBS in addition to 
some smaller projects through UN and civil society organizations, implies a state-
supportive approach. According to an evaluation of the Swedish health support in 
Uganda in 2000-2010, Sweden was perceived by others as a donor that strongly 
adhered to the principles of country ownership, and alignment (von Krenshazy et al., 
2011). Additionally, the country was thought to ‘punch above its weight’ in the policy 
dialogue, and played an important role as an advocate of SRHR, harmonization and 
alignment as well as public sector accountability.  
In 2011, health SBS stopped and afterwards no new agreement started. While the 
respondents who I met during the field visit in April 2017 were relatively new and not 
fully aware of the reasons to no longer provide SBS, they mentioned that this decision 
was probably informed by the corruption scandal in 2012, as well as the discussions on 
the restricted law on homosexuality in 2014 (UG-1 & 2).  
After 2011, the Swedish approach shifted to a semi-targeted and pragmatic approach. 
The support increasingly focused on more specific projects on SRHR. As illustrated in 
figure 6-6, the Swedish funding for health in general has deceased a lot since 2010, 
while the funding for SRHR increased. According to the strategy 2014-2016 there would 
be a focus on ‘improved basic health’, but the paragraphs underneath this title clarify 
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that in practice the focus is mainly on maternal and child health and SRHR (Ministry for 
Foreign Affairs Sweden, 2014). The strategy for 2014-2016 furthermore clearly 
mentioned that “working with the state should be avoided as far as possible”, because 
of the deterioration of the human rights situation and widespread corruption. 
Consequently, Sweden has minimized its direct support to the public sector as much 
as possible, and prefers to support CSOs and multilateral organizations, which in turn, 
however, still align their work with national policies. Sweden has set up programmes 
to support maternal and child health and SRHR together with UNICEF, UNFPA, the 
World Bank and with civil society actors such as the Naguru Teenage Health and 
Information Center (a youth clinic offering advice and SRHR services to young people) 
and the International HIV/AIDS Alliance (Swedish Embassy Kampala, 2015). While the 
UN organizations and the World Bank collaborate with the government, there is no 
direct cooperation anymore between the Swedish delegation and the Ministry of 
Health. As explained by one of the representatives “that doesn’t mean that we don’t 
meet and discuss, but it is more challenging”. Several respondents from other donor 
agencies mentioned that Sweden is no longer closely collaborating with the 








The Belgian approach is comprehensive and state-supportive. Belgium has been a 
strong supporter of the SWAp and has been the last donor providing SBS to the 
health sector. Even after the suspension of its SBS in 2015, the country continued to 
closely collaborate with the Ministry of Health and the Belgian programmes are 
trying to improve the entire health system. In addition, it has been an active donor 
in the donor platform, advocating for more harmonization and for the creation of 
new pooled funding arrangements.  
Belgium has been active in the health sector in Uganda since 2005 and in 2008, the 
health sector became a second priority sector besides education (BTC, 2013). Similar 
to the Belgian health support in the DRC, the support is focused a lot on ‘institutional 
systemic strengthening’, which implies a focus on the entire health system, capacity-
building at all levels of the health system and a close collaboration with the Ministry of 
Health. Both the policy documents on the Belgian support in Uganda as well as the 
interviewees were very explicit about this Belgian approach, as can be illustrated with 
the following quotes.  
“A health system strengthening approach means that the overall objective of the 
intervention(s) of the Belgian cooperation is to reinforce the performance of the entire system, 
not just to solve local problems. The Belgian interventions in the health sector aim for structural 
change in the system in such a way that health care facilities and support services like DHO 
[District Health Officer] and the MoH work more effectively together and each internal 
organisation is significantly improved.” (BTC, 2013, p. 27) 
“Our cooperation focuses on the overall structure, we aim to build capacity within the country 
and its institutions, to obtain a structure. This actually requires a lot of effort and implies often 
a long-term work. Consequently, it is probably more difficult than working through NGOs or 
other non-governmental structures, or limiting yourself to a number of tangible results.” (UG-
16) 
In line with this vision, Belgium has been a strong supporter of the SWAp and the 
provision of SBS. In the period 2005-2007, Belgium provided €8 million as SBS via the 
PAF (Kingdom of Belgium & Republic of Uganda, 2009). In the Indicative Development 
Cooperation Programme for 2009-2011, it was decided that the SBS should be 
complemented by “projects that address specific identified needs of capacity building”, 
which are nevertheless integrated into the sectoral plans and developed in 
collaboration with the responsible ministries (Kingdom of Belgium & Republic of 
Uganda, 2009, p. 5). Concretely, two interventions took place in the health sector 
during this period. The first entailed a €20 million contribution of SBS (of which €15 
million was disbursed in the end) (BTC, 2014). The second was the ‘Institutional 
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Capacity Building’ Project which was executed from June 2010 until December 2015 
with a budget of €7,850,000 (Ibid.). The specific objective of this project was “to 
strengthen the planning, leadership and management capacities of the health staff at 
national and local government levels” (Ibid. p. 24), which would improve the effective 
delivery of the integrated UNMHCP. The project was implemented by BTC but 
anchored in the Department of Planning at the Ministry of Health. 
In the Indicative Development Cooperation Programme 2012-2016, it was opted to 
continue with the portfolio approach. While still supporting the SBS, it was also stated 
in the document that this modality “has the disadvantage to follow the GoU 
[government of Uganda] trend in budget allocation to the health sector, as shown in 
recent years” (Kingdom of Belgium & Republic of Uganda, 2016, p. 14). In particular, 
Belgium regretted the increased funding to MOH headquarters and the reduced 
contributions to primary health care and the private-non-for-profit sub-sector (PNFP). 
Consequently, it was decided to combine SBS with new financing mechanisms, “to 
achieve the greatest impact of the available resources” (Ibid. p.14). 
Concretely, this resulted in several interventions. First, it was decided to continue SBS 
with €12 million. Second, the Institutional Capacity Building project was extended to 
December 2015. Third, a new BTC project of €8 million was launched to provide 
institutional support to the PNFP subsector to increase service delivery and develop a 
results based financing mechanism. The reason to focus on the PNFP subsector is that 
about 50% of all Ugandan people are going to these facilities, implying that their 
capacities have to be strengthened as well (UG-4 & 8). The project is in line with the 
national policy on Public Private Partnerships in Health and adopts “a holistic approach 
with a public oriented perspective”, meaning that it aims to strengthen the capacities 
of all relevant stakeholders, including the MOH, the local health institutions and the 
PNFP health facilities. The project makes use of the results-based financing model32 
that has been developed by the Ministry of Health and basically serves as a pilot project 
to test this model in the regions of West Nile and Ruwenzori. The project started in 
June 2014. Fourthly, the health sector also benefited from a BTC multi-sector project 
entitled ‘Support to Beneficiary Institutes for the Skills Development of their Human 
Resources (SHRD)‘, which is a scholarship programme that aims to strengthen the 
capacities of certain key institutions in the education, health and environment sector. 
The project was launched in 2014.  
                                                   
32 Results-based financing means that the health facilities are receiving additional funds according to 
certain quantitative and qualitative results they achieve. 
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However, during the implementation of Indicative Development Cooperation 
Programme 2012-2016, the provision of SBS was challenged due to several scandals. 
When the corruption scandal occurred in 2013, Belgium suspended its SBS for 6 
months while awaiting the results of the investigation and reimbursement of the 
fraudulent amounts, but they continued the support afterwards (Simoens, 2017). 
While other donors definitely suspended their SBS, Belgium thus became the last 
donor that continued giving SBS in the health sector. However, in 2015, Belgium 
decided to stop its SBS, disagreeing with the decision of the Ugandan government to 
sign a contract with Trinidad and Tobago to send them Ugandan doctors in exchange 
for expertise on oil-exploitation (Knack, 2015, UG-4 & 8). 
However, although Belgium stopped providing SBS in 2015, the Belgian delegation has 
taken the lead in several attempts to start new pooled funding initiatives. After the 
decision to stop the budget support, there were some ideas to start a basket fund with 
the UK and Sweden. But in the end, the UK and Sweden withdrew. Belgium has also 
been supportive of the idea to start a ‘SWAp partnership fund’, which would 
strengthen the capacity of the Ministry to implement the principles of the IHP compact 
from 2011. This fund would provide direct funding to the government, but only for 
some specific purposes, for example financing the joint review missions, the HPAC 
meetings, etc. The creation for such a fund was already suggested a few years earlier, 
but it failed to materialize. At the moment of the field research (March 2017), the 
launch of such a partnership fund was still being discussed. Some donors were 
interested in funding it, but most donors remained skeptical about it, due to the history 
of misuse of funding and problems with regards to accountability (UG-7, UG-8, UG-21).  
At the same time, Belgium continued to closely work together with the Ministry of 
Health within its ongoing projects. The PNFP project and SHRD project have been 
implemented as planned. In addition, part of the suspended SBS budget was used to 
launch a follow-up of the Institutional Capacity Building project (ICB II). In essence, the 
ICB II and PNFP projects are being considered as one intervention programme to 
support the health sector in Uganda; the first one focusing on the public sector and the 
second on the PNFP sector. Both projects are making use of results-based financing. 
At the time of the fieldwork, the discussions about the development of the new 
Indicative Development Cooperation Programme had just started and at time of 
writing (April 2018), the document was not yet publicly available. However, during 
fieldwork, the respondents made clear that the priorities would remain largely the 
same. In December 2017, a new project of €6 million was launched, entitled The 
Strategic Purchasing of Health Services in Uganda (APA Kampala, 2017). This 
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programme integrates and consolidates the ICB II and PNFP in one programme and 
aims to scale-up the results-based financing.  
In conclusion, the Belgian approach in Uganda differs quite a lot from the other 
European donors, as its approach can be considered to be comprehensive and state-
supportive. Despite the suspension of its SBS, Belgium is still closely collaborating with 
the Ministry of Health and the Belgian projects are trying to improve the entire health 
system. Both the representatives of Belgium as well as respondents from other donor 
agencies are considering its approach quite unique in Uganda, as can be illustrated with 
the following quotes.  
“In my opinion, Belgium is one of the donors that works the most with the government, even 
those who really work around MOH's capacity building. In my opinion, they are unique in this 
area.” (UG-4)  
 “Belgium is very HSS-focused, they believe in district health systems and strengthening, […]; 
that is their niche”. (UG-5) 
According to one of the respondents, one of the reasons why Belgium is still focusing 
a lot on institutional system strengthening is that it tend to focus less on demonstrating 
the direct, tangible results of their its cooperation programmes.  
“If you see in practical terms, the vertical approach is more common even in Uganda, because 
also it is the one who gets the results. So I put money in this, I can demonstrate in immunization 
there is an increase in coverage. So if you do system strengthening, it is difficult to demonstrate. 
Belgium I feel that it is, it doesn’t link very much the money donated to the results. It is not by 
chance that it was the last donor giving SBS.” (UG-11)  
6.2.6 Ireland 
Ireland has a semi-targeted focus and changed from a state-supportive to a more 
pragmatic level of state involvement. The country has always focused on HIV/AIDS, 
while taking into account he broader health system. It is currently one of the few 
bilateral donors that are still active in this domain (besides USAID). Ireland used to 
contribute to pooled funding via contributions to the HIV/AIDS Partnership Fund and 
the HIV/AIDS Civil Society Fund. However, these funds ceased to exist and currently 
the Irish funding is channelled through UNAIDS and CSOs, which implies a pragmatic 
level of state involvement. Nevertheless, Ireland still focuses quite a lot on 
coordination and policy dialogue.  
Ireland has been very active in the domain of HIV/AIDS in Uganda. In its Country 
Strategy Paper for 2010-2014, HIV/AIDS was among the key priorities (Irish Aid, 2010a). 
As is the case for all Irish aid in Uganda, a strong engagement in the Karamoja region 
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was combined with national-level assistance. At the national level, Irish Aid wanted to 
strengthen the coordination and monitoring and evaluation through engaging with and 
funding the HIV/AIDS Partnership Fund of the Uganda Aids commission, providing €2.5 
million over 5 years (Visser, Driscoll, Lister, & Opio, 2015). In addition €22.9 million was 
provided to the HIV/AIDS Civil Society Fund which supports CSOs in scaling up 
evidence-based prevention. Furthermore, Irish Aid contributed €6 million to the Joint 
UN Programme of Support for scaling up prevention, care and treatment. In Karamoja, 
Irish Aid provided financial support to two national NGOs: the Alliance of Mayors’ 
Initiative for Community Action on AIDS at the Local Level (AMICAALL) and the Aids 
Support Organization (TASO).These are two NGOS that build capacity in local 
governments and among local communities (Ibid.). Furthermore, the evaluation 
strategy mentioned that the contribution of Irish Aid outstripped the strict financial 
value of support, as it has played a very important role via its technical support. More 
specifically, the evaluation document mentioned that “with the changing context in 
the country, which has seen many donors moving from country-level support to funding 
through global structures, Irish Aid’s support at country level, through funding and 
technical and policy inputs at national level, has become even more valuable and 
critical” (Ibid., p. 33). When the donor community became aware of the corruption 
scandal at the end of 2012, Irish Aid decided to suspend all direct funding to the 
Ugandan government. However, as the contribution to basket funds did not concern 
direct funding to the government, the funding for HIV/AIDS was not affected by this 
decision.  
In sum, until 2014 the Irish contribution was semi-targeted and state-supportive. All 
funding went to HIV/AIDS, while taking into account the wider health system. Ireland 
did not provide direct funding to the government, but by providing funding to the 
partnership fund, the HIV/AIDS Civil Society Fund and the Joint UN Programme of 
Support as well as by providing technical support, the donor aimed to strengthen the 
coordination of the AIDS support in the country in close collaboration with the Uganda 
AIDS commission. Consequently, Ireland played “a singular role in strengthening the 
national capacity to respond to HIV/AIDS” (Visser et al., 2015, p. 67).  
With the new Country Strategy Paper for 2016-2020, the focus remained semi-
targeted, but the level of state involvement became more pragmatic. The respondent 
working at the Irish delegation stressed that Ireland was the only European donor 
which was still focusing on HIV/AIDS and that few other donors were focusing on 
prevention. In addition to focusing on HIV prevention, there will also be a focus on 
improving the functionality to coordinate between structures for fighting HIV at 
national level and within districts in Karamoja as well as on increasing domestic 
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resources for AIDS (Irish Aid & Irish Department of Foreign Affairs and Trade, 2016). 
The strategy mentioned that “Ireland will work with the Government of Uganda, 
multilaterals and civil society actors and others, building on existing partnerships where 
possible and entering into new and focused partnerships as appropriate” (Ibid., p. 28). 
In contrast to the former strategy however, no funding would be provided to the 
Partnership Fund and Civil Society Fund, as those funds ceased to exist (UG-14). 
Instead, Irish Aid provides €10.9 million via UNAIDS to the Joint UN Programme of 
Support on AIDS in Uganda and €8.9 million to CSOs (Ibid.), which entails a more 
pragmatic way of working with the government. Despite the more pragmatic approach 
toward state involvement, the respondent stressed that the UN agencies and CSOs are 
collaborating with the Uganda Aid Commission and the local government structures. 
Furthermore, the strategy mentioned that Irish Aid would consider providing funds and 
technical assistance to support the establishment of an HIV/AIDS Trust Fund by the 
government, if plans for this would move forward.  
6.2.7 Italy 
The Italian financial involvement in the Ugandan health sector was very small the 
past years and its approach can be considered to be hybrid and pragmatic. While it 
is aimed to strengthen the health system, it focuses on specific parts of the health 
system, such as infrastructure and equipment of hospitals. Italy has never provided 
SBS, but its programmes are developed in close collaboration with the Ministry of 
Health and part of its programmes are directly implemented by the Ministry.  
The Italian cooperation have been active in Uganda since the early nineties, and it has 
mainly if not exclusively focused on health (UG-22). The Italian support has always 
focused on the Karamoja and Acholi regions. Italy has been working in collaboration 
with the government and aligning its support with the Ugandan Health Sector Strategic 
and Investment Plan (HSSIP) and with the Peace, Recovery and Development Plan for 
Northern Uganda (European development partners in Uganda, 2015; UG-22).  
However, despite the relatively close collaboration with the government, Italy has 
never provided SBS to the health sector. Rather, it has funded specific projects which 
are either implemented by the Ministry through “gestione diretta" (direct bilateral 
cooperation) or through NGOs (European development partners in Uganda, 2015). For 
the NGOs, it concerned projects which are designed by the NGOs themselves 
(“promossi”), or projects which are designed by the Italian cooperation and executed 
by an NGO. The respondent explained that for all modalities, there has been 
collaboration with the Ministry of Health and local health institutions.  
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At the time of the field visit in March, Italy was only marginally involved in the health 
sector in Uganda. Until 2011, it has been a relatively active donor, but due to the 
reforms of the Italian development cooperation and discussions about changing 
procedures, there has been a slow-down of activities in the past years (UG-22). As its 
programmes were very small and little was known about the future, the Italian 
delegation has not even participated to the meetings of the HDP Group. As explained 
by a respondent, it was “preferred keeping a distance until at least we had more 
programmes” (UG-22).  
There were two programmes at the time of the interviews (UG-11 & 22). One project 
focused on providing infrastructure and equipment of the Gulu regional referral 
hospital. The other concerned the construction of staff houses in Karamoja. As this is a 
very remote area, it is difficult to get staff working there and it was assumed that 
building these staff houses would facilitate the staff presence in the facilities. At the 
same time, Italy was collaborating with the Ministry of Health to develop a new 
programme of €10 million. According to the local respondent, it would focus on 
“improving equitable access to health services” by, amongst others, investing in a 
pediatric facility in Entebbe, supporting high-quality frontline health services in the 
Karamoja region, capacity-building of health workers, improving the referral system 
and invest in innovative financing for health. About 50% would be implemented 
directly by the Ministry of Health and the other half indirectly by the Italian 
cooperation in collaboration with NGOs.  
As the Italian involvement has been relatively marginal in the past years, little 
information is available on its approach. Other respondents were not fully aware of the 
Italian involvement in the sector and no policy documents or other forms of 
information were publicly available. However, based on the available data, the Italian 
approach can be considered to be hybrid. It is focused on strengthening the health 
system, but the money is earmarked to strengthen certain components of the system, 
for example infrastructure and equipment of a hospital. When it comes to the level of 
state involvement, its approach can be considered to be pragmatic, as the programmes 
have been developed in collaboration with the ministry and part of them are also 
directly implemented by the Ministry. However, there seems to be little collaboration 
with other donors. 
6.2.8 The Netherlands 
The approach of the Netherlands in the health sector of Uganda can be considered 
to be semi-targeted and semi-parallel. SRHR is not a key priority of the Dutch 
embassy in Uganda, but this area is covered through funding from central level. More 
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specifically, the Netherlands provides funding to NGOs for several SRHR initiatives 
on community mobilization, empowerment and advocacy for SRHR.  
As mentioned earlier in chapter 2, the Netherlands has decided to focus specifically on 
SRHR rather than on health in general in its development cooperation. However, in 
contrast to Ethiopia and Mozambique, SRHR is not among the key priorities of the 
Dutch Multi-Annual Strategic plan 2014-2017 in Uganda, since this is mainly focusing 
on Security and Rule of Law and Food Security (Embassy of the Kingdom of the 
Netherlands Kampala, 2014). Nevertheless, the Dutch Ministry of Foreign Affairs 
supports NGOs which are focusing on SRHR through funding coming from the central 
level. In total, 19 NGO initiatives are funded which focus mainly on community 
mobilization, empowerment and advocacy for SRHR (Embassy of the Kingdom of the 
Netherlands Kampala, n.d.)  
The embassy supports these NGOs’ endeavors where possible. As mentioned in the 
strategy “the embassy will create synergies between the centrally funded SRHR 
programme and JLOS [justice law and order sector] institutions such as the Uganda 
Police Force and the penitentiary system” (Embassy of the Kingdom of the Netherlands 
Kampala, 2014, p. 20).The embassy also decided to hire a policy officer for SRHR, 
Gender and Family Planning for the follow-up of this theme as well as to increase the 
visibility of the Dutch involvement on SRHR . This person also attends the meetings of 
the HDP group.  
Due to the fact that the Netherlands is only active in the health sector of Uganda 
through funding NGOs on specific SRHR projects, its approach can be considered to be 
semi-targeted and semi-parallel. While the entire health system is still taken into 
account, there is a rather specific focus on SRHR. Furthermore, there is a bit of 
cooperation with the local health authorities, but in general the NGOs are not focusing 
a lot on building public health systems. According to a representative from the 




7. European donors in Mozambique 
7.1 Background 
7.1.1 Political Background 
Mozambique is a least-developed country in Southern Africa with a population of 
28,829,475 people and a GDP of USD 11. 015 billion (World Bank, 2016c). It used to be 
a Portuguese colony and became independent in 1975 after a campaign initiated by 
the liberation movement Front for the Liberation of Mozambique (FRELIMO). 
Afterwards, FRELIMO installed a one-party state based on Marxist-Leninist principles. 
Since 1977, the country went through a long civil-war between the ruling party 
FRELIMO and the anti-communist Mozambique National Resistance (RENAMO). The 
civil war could also be considered as a geo-strategic battle of the Cold War, as the US 
and apartheid South Africa supported RENAMO against the communist FRELIMO (de 
Renzio & Hanlon, 2009). In 1989, FRELIMO abandoned Marxism and one year later the 
constitution was changed to allow a multi-party political system. Following peace talks, 
the UN helped negotiate a peace agreement in 1992.  
In 1994, the first multi-party elections took place and the incumbent Joachim Chissano 
from FRELIMO was re-elected as president. After 18 years in office, Chissano stepped 
down in 2004. He was succeeded by another FRELIMO-member, Armando Guebuza, 
who served two terms in office. Since 2015 Filipe Nyusi (also FRELIMO) has been the 
president of Mozambique. Today Mozambique is still recovering from the civil war. 
Furthermore, tensions between the ruling party FRELIMO and RENAMO have remained 
and resulted in low-level insurgency in certain parts of the country since 2012. As can 
be seen in annex 1e, Mozambique’s governance scores worsened quite substantially 
between 2011 and 2016.  
7.1.2 Donor-recipient relations 
After the civil war, the policies of the government of Mozambique were mostly 
dominated by the Bretton Woods institutions and donors (de Renzio & Hanlon, 2009). 
The government of Mozambique was considered to be a model by the IMF and the 
World Bank, as it met most donor demands and had a steady economic growth. Being 
a ‘donor darling’, the country has been a testing ground for new aid modalities such as 
sector and general budget support early in the millennium (Ibid.). Despite the high 
amount of development assistance and a relatively successful economic growth, 
progress on human development remained limited. With a human development index 
of 0.418, Mozambique is ranked 181th in the 2016 UNDP Human Development Report 
(UNDP, 2016). The austerity measures of the IMF and the World Bank have had a 
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devastating impact on the country’s public sector (Pfeiffer et al., 2017; Wuyts, 1996). 
The country became highly dependent on foreign aid, as ODA amounted to 12.5% of 
the GNI in 2015 (World Bank, 2018). This is the highest ratio of the 4 case-studies in 
this dissertation (see annex 1b), and this high level of aid dependence implies several 
risks.  
Being highly dependent on donors, the government of Mozambique has not taken a 
leading role in deciding on the country’ priorities and there were few incentives for 
political leadership (de Renzio & Hanlon, 2009; Killick, Castel-Branco, & Gerster, 2005). 
Furthermore, despite the improved donor coordination, aid fragmentation and 
bureaucratic overload still remained excessive (de Renzio & Hanlon, 2009). In addition, 
corruption has been a major concern. According to de Renzio & Hanlon (2009), donors 
have played a role in this by supporting a “pathological equilibrium” in which 
large-scale corruption has gone unchecked as long as political stability and economic 
growth continued. Today, corruption is still a major issue, as the country ranked 153th 
in the 2017 Transparency International corruption perception list (Transparency 
International, 2017). In 2016 the situation in Mozambique worsened when the 
international community became aware of a major hidden debt scandal. The scandal 
related to illegal state-backed loans for a total of USD 2.2 billion which were provided 
to three companies co-owned by state companies and the State’s Information and 
Security Service (Novarra & Rodrigues, 2018). Senior government officials secretly 
provided government guarantees on these loans, thereby affecting public debt. 
Following the scandal, the IMF and development partners suspended their financial 
aid. Hanlon (2017) regards this response as “unfair or disingenuous”, stating that 
donors and lenders’ pushes for privatization and liberalization over the past decades 
have created the conditions for the deal that led to the hidden debt crisis. Also, the 
suspension of donor aid deteriorated the economic and social conditions in the 
country. While Mozambique had a GDP of USD 16.961 billion in 2014, it dropped to 
USD 11.015 billion in 2016 (World Bank, 2016c). At the time of the field work (April 
2017), the aid assistance situation in Mozambique was quite unpredictable. The 
traditional donors remained cautious due to the debt scandal, the mismanagement of 
public funds and a general lack of transparency. While some donors slowly restarted 
certain programmes, others remained more cautious. 
7.1.3 Health context 
In line with the low status of human development in general, health indicators in 
Mozambique are alarming (see annex 1a). Life expectancy at birth is 55.5 (the lowest 
of the 4 countries), under-five mortality rate is 78.5 per 1000 live births and 10.5% of 
the adult population is HIV-positive. 
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Soon after independence in 1975, the new socialist government developed a primary 
health care system based on the Alma-Ata principles, which the WHO heralded as an 
example model for other developing countries (Walt & Melamed, 1993 in Pfeiffer et 
al., 2017). However, the civil war destroyed much of the infrastructure and left the 
country almost bankrupt. By the late 1980s, the Mozambican government signed a 
structural adjustment programme, which meant the start of severe austerity measures 
which had a devastating impact on the public sector (Pfeiffer et al., 2017). At the same 
time, donors increasingly became active in the health sector.  
In collaboration with development partners, the Ministry of Health has developed 
Health Sector Strategic Plans (PESS) since 2000. The current PESS is the one for 2014-
2019 (Ministry of Health Mozambique, 2014). It mentions several challenges within the 
current health system. It mentioned that the health facility network only reaches about 
half the population and there is a poorly functioning referral system. Furthermore, the 
current PESS refers to the fact that the sector is underfinanced and highly dependent 
on external donors. For example, it states that the national public health services are 
“not structured around an integrated package of services, but rather, around health 
programmes generally developed on the basis of international strategies” (Ibid.,p.31). 
Lastly, it also stipulates the huge problems with human resources and the logistics 
systems, as well as the underdeveloped health information and monitoring and 
evaluation systems. To deal with all these challenges, the mission of the PESS is based 
on two main pillars. The first pillar, called More and Better Quality Services, aims to 
make progress in certain priority areas (such as maternal and neonatal mortality, 
malnutrition, malaria, HIV, tuberculosis and neglected tropical diseases) (Ibid.,p.15). It 
is aimed to achieve some “quick wins” by increasing health promotion activities and 
improving the access, uptake and quality of health services. The second pillar, called 
Reform Agenda, aims to introduce a “holistic reform agenda” which focuses on 
decentralization and aims to “strengthen the health system, sustaining current and 
future gains and promoting equity in health” (Ibid.,p.15).  
The national health system in Mozambique is decentralized across the 11 provinces, 
30 municipalities and 157 districts (The Global Fund, 2017a). There is a referral system 
which exists of four levels of service provision (Ministry of Health Mozambique, 2014). 
The primary level comprises the health centers and health posts in the districts and the 
secondary level comprises district hospitals, general hospitals and rural hospitals, 
which generally serve more than one district. The primary and secondary levels provide 
primary health care services, the tertiary level concerns the provincial hospitals and 
the quaternary level the central and specialized hospitals which offer differentiated 
care provided by specialists.  
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7.1.4 Health assistance context 
Numbers 
Similar to the other partner countries, the DAH for Mozambique has increased a lot 
since the beginning of the new millennium. Figure 7-1 provides an overview of all DAH 
to Mozambique by source since 1990. As was the case in other partner countries, the 
relative importance of EU donors has decreased tremendously over time, mainly 
because of the huge increase in DAH coming from the US. While EU donors (excluding 
Switzerland) were responsible for 37% of the total DAH to Mozambique in the period 
1990-1999 and for 45% in the period 2000-2009, their relative importance decreased 
to 24% for the period 2010-2016. At the same time, the importance of the US was 41% 
in 1990-1999, 33% in 2000-2009 and 58% in 2010-2016. 
Figure 7-1: DAH Mozambique 1990-2016, by source (IHME, 2018) 
 
Figure 7-2 provides an overview of all DAH to Uganda by channel since 1990. As shown 
in the figure, the amount of aid channelled through bilateral EU channels has 
decreased. At the same time, new actors such as the Global Fund and GAVI became 
important channels. In addition, the bilateral US channel and NGOs also became more 
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Figure 7-2: Mozambique DAH 1990-2016, by channel (IHME, 2018) 
 
Figure 7-3 and 7-4 provide an overview of the top 15 sources and channels of DAH to 
Mozambique for the period 2012-2016. As was the case in all partner countries, the US 
was by far the biggest source of DAH (providing 58.5% of total DAH), followed by 
Canada (7.1%) and the United Kingdom (5.7%). Over this period, 22.4% of all DAH to 
Mozambique came from EU sources. When it comes to the channels, the bilateral US 
channel was the biggest channel (35% of total DAH), followed by the Global Fund 
(14.5%), NGOs (14.3%), and international NGOs (8.3%).  
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Figure 7-4: Top 15 Channels DAH Mozambique 2012-2016 (IHME, 2018) 
 
Figure 7-5 provides an overview of the financial contributions of the most important 
European donors in the health sector of Mozambique, distributed by channel. Seven 
EU Member States identified health as a focal sector: the UK, the Netherlands, Ireland, 
Denmark, Flanders, Spain and Italy. Flanders’ DAH is reported as part of the total DAH 
coming from Belgium. As Belgium does not consider health as a focal sector in 
Mozambique, it can be assumed that most of the DAH in figure 7-5 is coming from 
Flanders. Due to time constraints the person at the Spanish delegation in Mozambique 
was not in a position to accept my (repeated) requests for a meeting. Furthermore, no 
policy documents were available on the Spanish involvement in the health sector of 
Mozambique. Due to this lack of data and the fact that the Spanish funding for the 
health sector is quite limited, I decided to exclude Spain from my analysis. On the other 
hand, I decided to integrate Switzerland in the analysis, as it shares a similar history 
with the EU donors in the health sector of Mozambique and has been playing a very 
important role in PROSAUDE. As can be seen, Germany, France and Sweden are also 
important contributors of DAH Mozambique in financial terms, but this is mainly 
because of their headquarters contributions to the Global Fund, as health is not a focal 
sector of their bilateral programmes.  


















Figure 7-5: European donors DAH for Mozambique 2012-2016 (IHME, 2018) 
 
Overview 
During the 1980s and 1990s, donors mainly supported the health sector through 
projects implemented by NGOs (Pfeiffer et al., 2017). However, similar to other 
sectors, there have been several initiatives to better coordinate and align the aid in the 
health sector towards the end of the millennium. A pooled arrangement for technical 
assistance and a pharmaceutical common fund were established respectively in 1996 
and 1998 (Ibid.). The introduction of these mechanisms led to the establishment of a 
SWAp, which officially commenced in 2000 to support the implementation of the 
Health Sector Strategic Plan.  
An important feature in the SWAp was the creation of the common fund PROSAUDE in 
2003. A relatively big part of donor assistance used to be transferred through 
PROSAUDE, but due to several reasons it became less important over the years (infra). 
PROSAUDE has a rotating chairmanship and at the time of the field work (March-April 
2017) it was led by Switzerland. In addition to the PROSAUDE group, there is also the 
Health Partners Group (HPG) which consists of all health donors as well as NGOs and it 
serves as the overarching group to have a policy dialogue with the Ministry. It is 
organized in different working groups and is chaired by a bilateral and multilateral 
donor (at the time of the field work, these were USAID and UNFPA). During the field 
visit, several respondents were stating that the discussions within the HPG tend to be 
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More recently, the Global Financing Facility (GFF) also became an additional important 
initiative in the health sector of Mozambique. The GFF is a global initiative of the World 
Bank to accelerate advancements in the health of women and children. It concerns a 
financing model that unites resources from countries themselves, international donors 
and the private sector. The initiative has been lauded as a new way of financing 
development (Claeson, 2017), but it has also been criticized for its results-based 
financing and for perpetuating the power of big donors and private actors (Fernandes 
& Sridhar, 2017; Moon & Ooms, 2017). Sixteen countries have started the GFF process, 
of which Mozambique is one.  
In what follows, more extensive information on the development of PROSAUDE will be 
provided and the recent debates on PROSAUDE and the GFF will be discussed. Both are 
crucial to understand the context in which European donors have been defining their 
approaches towards Mozambique.  
History of PROSAUDE 
PROSAUDE was created in 2003 and at that time consisted of three common funds: 
one for the central level, one for the provincial level and one for the procurement of 
medicines (Pfeiffer et al., 2017; Visser-Valfrey & Umarji, 2010). European partners 
were the main contributors, in addition to Canada and some UN agencies. These 
donors were referred to as the ‘like-minded’ donors. Notably, the US was not providing 
funding to PROSAUDE and was at that time called ‘the single-minded donor’ by some 
observers (Pfeiffer et al., 2017). 
During the first years, the arrangements via PROSAUDE seemed to be working 
relatively well, as it resulted in the decline of the proportion of vertical funding through 
separate projects (Visser-Valfrey & Umarji, 2010). Soon however, the development and 
success of Global Health Initiatives such as the Global Fund and PEPFAR had a large 
impact on the donor landscape (Geelhoed & Havemann, 2014; Pfeiffer, 2014). These 
initiatives had a specific focus (mainly on HIV/AIDS) and the money was not transferred 
through PROSAUDE. Between 2000 and 2010, ODA for health increased by 700%, but 
the majority of this assistance (63% in 2010) was directed towards HIV/AIDS with a 
major share disbursed ‘off budget’ (Geelhoed & Havemann, 2014). During this period, 
there was also a debate on the influence of the public expenditure caps set by the IMF. 
According to some authors and respondents, these had a devastating effect on the 
health sector, as they severely limited the budget available for government wages, etc. 
(MOZ-4 , MOZ-5, de Renzio & Hanlon, 2009; Ooms & Schrecker, 2005; Pfeiffer et al., 
2017). Moreover, it has been claimed that the public expenditure gaps limited the 
government’s ability to receive funds from donors, as they discouraged donors to 
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channel their money through the government (de Renzio & Hanlon, 2009; Ooms & 
Schrecker, 2005).33  
However, although the share of PROSAUDE declined in relation to the total health aid 
budget, PROSAUDE continued to exist. In 2008, the different funds of PROSAUDE I were 
merged into one, which meant the start of PROSAUDE II. The memorandum of 
understanding for PROSAUDE II was signed by 15 development partners, namely 
Canada, Catalonia, the European Commission, Flanders, France, Ireland, Finland, 
Norway, Denmark, Spain, Switzerland, the Netherlands, the United Kingdom, UNICEF 
and UNFPA (Republic of Mozambique and Development Partners, 2008). Italy joined 
one year later by signing a specific addendum . While PROSAUDE II was on-budget and 
on-treasury, it remained a project account which was controlled by the Ministry of 
Health and overseen by the PROSAUDE donors. Consequently, it was not controlled or 
monitored according to government procedures. To align even more with the 
government system, the PROSAUDE donors intended to transition to SBS.  
Over the years, PROSAUDE II encountered more and more challenges. First, the 
proposed transition to SBS was never implemented. According to a study carried out 
on behalf of the European Commission, this was due to (1) the lack of consensus on 
the transition among PROSAUDE donors, (2) the decreased financial leverage of 
PROSAUDE II, as a consequence of the growth of Global Health Initiatives which did not 
participate in PROSAUDE34 and (3) the fact that the Ministry of Health was against it as 
they preferred the flexibility of PROSAUDE (Fiscus & ADE, 2014). Due to confusion and 
disagreement with regard to the nature of the fund, PROSAUDE was going through an 
“identity crisis” (Brownlow & Martins, 2015). 
Linked to this failed transition, there were also discussions on some specific themes. 
First, despite decentralization being an overall government focus, donors were 
concerned about the lack of progress in this area, as most of the funds of PROSAUDE 
continued to be centrally managed (Brownlow & Martins, 2015; Visser-Valfrey & 
Umarji, 2010). Furthermore, there was disagreement on the payment of salaries. 
PROSAUDE funds were often used to cover expenses which could not be covered by 
                                                   
33 The IMF itself denied this (Sarbib & Heller, 2005), but the debate about the negative effects of IMF 
policies on public health continues, as some respondents were referring to it during field work. 
34 An exception has been the Global Fund, which from 2004 onwards disbursed resources through 
PROSAUDE. However, due to problems with reporting and tracing expenditure they paused funding in 
2008 and in 2011 it was decided no longer be part of the pooled fund (Dickinson, Martínez, Whitaker, 
& Pearson, 2007; Warren et al., 2017). 
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the State Budget, such as salary-top-ups, salaries of the so-called fora di quadro35 and 
per diems (Fiscus & ADE, 2014). This was done for good reason as it recognized the 
severe shortages of human resources for health. However, it also created some 
perverse incentives, for example removing the urgency to reform the national policies 
on human resources for health. An audit of the Supreme Audit Authority declared that 
the payment of salaries violated the government rules, which led to major debates 
among donors on this topic (DFID, 2014). Some donors thought PROSAUDE should stop 
the payment of salaries as it circumvented rather than followed the government rules 
and therefore was outside parliamentary scrutiny, while others considered the 
payment of salaries through PROSAUDE a necessary evil as otherwise there would not 
be enough health workers in the country. More generally, donors increasingly 
expressed concerns about the poor public finance management, insufficient 
transparency and accountability of the government (Brownlow & Martins, 2015). 
Related to this, donors complained about difficulties to demonstrate and attribute 
results to their contributions towards PROSAUDE.  
Because of these challenging discussions, PROSAUDE donors spent disproportionate 
time on getting the modality to work rather than on discussing key policies, priorities 
and results (Geelhoed & Havemann, 2014; Visser-Valfrey & Umarji, 2010). Due to the 
ongoing discussions and the lack of confidence, disbursements became unpredictable 
which in turn further undermined effectiveness. While 15 donors initially signed the 
agreement of PROSAUDE II, several of them left soon after. Based on arguments about 
division of labour, some donors decided to leave the health sector as a whole: Norway 
in 2009, France and Finland in 2010 and the EU36 in 2014. According to some sources, 
little discussion has taken place on the potential impact of these exits (MOZ-9 & 13 
Irish Aid, 2010b). While still remaining active in the health sector, DFID left PROSAUDE 
in 2014 and other donors temporally suspended their aid.  
Nevertheless, despite these challenges, the evaluation document of PROSAUDE II 
showed that the fund was still valued because of its focus on health system 
strengthening and alignment with government plans and processes (Brownlow & 
Martins, 2015). Given these advantages, several donors still wanted to continue 
supporting the fund, while they also recognized the need for modifications and 
                                                   
35 Fora di quadro are “(usually) recent graduates (any level) who have completed training, been 
allocated positions but are not yet included within the state system as employees”, donors pay their 
salaries during “ a transitional phase till the State Budget allows their absorption” (Fiscus & ADE, 2014). 
36 The official reason for the EU to leave the health sector was linked to the division of labour and the 
decision to focus mainly on general budget support in Mozambique. According to respondents, the 
ongoing problems in the health sector and the fact that there were a lot of actors present in this sector 
also contributed to the decision to leave the sector (MOZ-3 & 4).  
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improvements of the instrument. Hence, from 2013 until 2017, Switzerland led 
discussions to reform PROSAUDE. Several changes were proposed to tackle the former 
problems: the partial transition towards SBS was reversed, there would be an 
increased focus on decentralization, and –after a transitional period – the budget 
would no longer be used to pay for salaries (MOZ-7, 20 & 21). 
However, this reform process was hampered by other factors. As previously 
mentioned, due to the debt scandal in 2016 (supra) donors completely lost their trust 
in the government systems. While the scandal was not directly linked to the health 
sector, most donors decided to suspend all aid that was provided directly to the 
government, including the funding for PROSAUDE. At the same time, the investment 
case of the GFF attracted a lot of donors and to a certain extent became a ‘competitor’ 
of PROSAUDE (infra).  
PROSAUDE versus the Global Financing Facility 
Mozambique started the GFF process in 2016. In a first stage, an investment case was 
developed by the MOH (mainly by the director of public health) and the development 
partners as a tool to prioritize certain areas of intervention and to advance maternal 
and child health priorities (MOZ-18). Afterwards, plans were made to create a multi-
donor trust fund in which several donors could channel their funding to finance the 
investment case. At the time of the field visit in March-April 2017, severe discussions 
were taking place on whether donors should fund the renewed PROSAUDE or rather 
finance the GFF investment case. In addition, the relationship between both initiatives 
was still unclear.  
While both initiatives concern a form of pooled funding, the perceptions of 
respondents made clear that there are nevertheless important differences. Linking it 
to the analytical framework, one could say that the GFF implies a relatively more 
targeted and more parallel structure than PROSAUDE. When it comes to the focus, 
PROSAUDE is linked to the Health Sector Strategic Plan and therefore has a 
comprehensive focus. The GFF is also aligned with the Health Sector Strategic Plan but 
nevertheless has a more narrow focus as it prioritises strategic areas which will have 
the highest impact in improving child and maternal health. When it comes to the state 
involvement and government alignment, there also appear to be important 
differences. While it is claimed that “country ownership is at the heart” of the initiative 
(Claeson, 2017, p. 1588), some actors have voiced concerns that the GFF would 
contribute to more fragmentation in the international health system, creating 
additional competing or alternative processes instead of using what is already present 
in the country (The Partnership for Maternal Newborn and Child Health, 2014; Usher, 
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2015). Also in Mozambique, some donors have been rather skeptical about the GFF, as 
they perceived PROSAUDE to be the most aligned structure and did not see the added-
value of an extra, parallel structure (MOZ-5, MOZ-7, Goris, 2017). This also links with a 
more general critique that the World Bank is promoting a diminished role of the state 
and favors the involvement of private sector actors in the health sector in developing 
countries (Moon & Ooms, 2017; Tichenor & Sridhar, 2017). Lastly, there are also 
differences between the GFF and PROSAUDE in terms of financing approach and the 
focus on results. The GFF will apply results-based financing, while PROSAUDE financing 
will remain input-based. Through results-based financing, the GFF is hoping to increase 
the pressure on the Ministry to achieve results and to scale up domestic resources. 
When it comes to the fiduciary measures, the GFF – of which the public management 
oversight will be done by the World Bank – is considered to be stricter than PROSAUDE.  
 
At the end of April 2017, an agreement was reached on the new PROSAUDE (Goris, 
2017). At that time, the GFF was yet to be launched and it was not entirely clear how 
the GFF would relate to this renewed PROSAUDE. On the website of the GFF, it was 
mentioned that DFID, GAVI, the Global Fund, the Netherlands and the World Bank 
“have expressed interest in either engaging resources or in aligning their financing in 
support of the investment case” (Global Financing Facility, 2017).  
7.2 Analysis of donors’ approaches 
7.2.1 General overview 
To a certain extent, respondents agreed that European donors shared a similar 
approach, as they paid more attention to working through national systems, 
coordination between donors and accommodating the needs of the country. Similar to 
the other country cases and in line with literature, several respondents stressed the 
differences between European donors and the VS, as can be exemplified with the 
following quotes. 
“ I think the European donors do make a big effort, I think most of them are making an effort 
to have their planning and everything on budget, so going through national systems. Which is 
not the case for the Global Fund or US, that is really still managed in a very parallel kind of 
project based way. (MOZ-6) 
“I would say most European donors would agree that, or usually there is this joint 
understanding that you have to use the system in order to strengthen it. […] Maybe it could be 
spread out a bit to certain other donors, but not that many other donors. Because US is really 
not. And then these emerging donors like China, India, Brazil, have their own approaches 
anyway” (MOZ-7).  
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“As I said before, Americans don't have a national health system, they cannot strengthen 
something that they never had. And they are the pioneers of the vertical programmes. They are 
the inventors. And it is very difficult. For example European donors, they have a] vertical 
approach too, but it is not so strong as the American approach.” (MOZ-4) 
The most important feature of this “European” approach has been PROSAUDE, as 
European donors have played a very important role in developing, supporting and 
maintaining this fund. With the exception of Canada – which is thought to have a 
similar approach as the European donors in Mozambique – no other bilateral donors 
have provided funding to this fund. Furthermore donors kept focusing on collaboration 
and using the country system as much as possible, even when the aid for PROSAUDE 
was (temporarily) suspended.  
“With the exception of Canada, that tends to act like the Europeans, I would say all the 
Europeans tend to act together or in the same way. […] Most of them are in the common fund. 
And as they left, they tried to find a way to keep working together, and keep sharing and 
collaborating. I don't really see that with non-European donors […] So, and now that we are 
fragmented we are still looking for a way to work together and to collaborate and to share.” 
(MOZ-10)  
However, the respondents also made clear that one should not generalize European 
donors’ approaches, stressing the differences among European donors. Especially in 
the light of the recent discussions on the reform of PROSAUDE and the launch of the 
GFF, European donors have been rethinking their approaches which resulted in 
different reactions. The problems with PROSAUDE seem to have had a big influence on the 
policy dialogue and coordination among (European) donors. Before, the common fund used to be 
“the uniting force” (MOZ-10), but as donors now got more fragmented the PROSAUDE 
coordination group as well as the HPG group mainly served for information sharing rather than 
being a forum for real policy dialogue. According to some respondents, the fact that the EU 
itself was not present anymore in the health sector might have had an impact on the 
fragmentation among European donors (MOZ-5, MOZ-20). One other respondent was 
even very critical in stating that European donors lacked a vision in the health sector 
of Mozambique.  
“So basically I think there is a lack of a vision. I don't know if it is here or also in other countries, 
the EU in general. This I cannot say. But here for sure, in the health sector.” (MOZ-27)  
7.2.2 Synthesis of European Donors’ approaches  
Figure 7-6 shows the classification of European donors’ approaches according to the 
analytical framework. While most European donors used to contribute to PROSAUDE, 
the recent discussions on the reform of PROSAUDE and the launch of the GFF, made 
clear that different positions exist among European donors. On top of that, there are 
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also clear differences in terms of the relative importance European donors attach to 
PROSAUDE, as well as differences in focus and level of state involvement in the 
complementary programmes.  
Ireland, Switzerland, Denmark, Flanders and Italy are the European partners that 
decided to continue supporting PROSAUDE. The first three signed the Memorandum 
of Understanding in April 2017 together with UNICEF and UNFPA, while Flanders and 
Italy joined a few months later. Ireland has been providing a large majority of their 
funding through PROSAUDE as well as through governmental support to two provinces. 
Hence, the Irish approach can be considered to be state-entrusting. Switzerland, 
Denmark and Flanders combine their support for PROSAUDE with other programmes 
which are implemented by NGOs or UN agencies. Therefore, these donors are classified 
as state-supportive rather than state-entrusting. While Switzerland has a 
comprehensive approach, Flanders, Denmark and Ireland can be considered to follow 
a semi-comprehensive approach. They aim for targeted results for SRHR (Flanders and 
Denmark) or HIV/AIDS (Ireland) while at the same time strengthening the health 
system. Italy’s approach changed from semi-comprehensive and state-supportive to 
hybrid and pragmatic. While Italy decided to continue funding PROSAUDE, it launched 
additional new programmes which would be executed by UN agencies and NGOs and 
which would have a rather specific focus. The approaches of the UK and the 
Netherlands have also changed over the years, as they have decided to no longer fund 
PROSAUDE. The Dutch approach used to be hybrid and state-supportive but can now 
be considered semi-targeted and pragmatic. The UK changed from a semi-
comprehensive and state-supportive approach to a hybrid and pragmatic approach.  
In the following paragraphs, the individual donor approaches will be discussed in 
depth. As the field research took place in April-May 2017 (and two additional follow-
up e-mails in early 2018), the main findings relate to this period and the years before. 
I do not elaborate on changes which might have taken place over the past year.  
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Over the years, Switzerland has always had a comprehensive focus and has been 
state-supportive. The Swiss delegation initiated the development of PROSAUDE and 
more recently also chaired the debates on the reform of PROSAUDE. Recognizing the 
challenges with PROSAUDE, Switzerland has increased the relative importance of the 
demand-side programmes but overall the Swiss approach has largely remained the 
same.  
Switzerland took the lead on the promotion of a coordinated approach (the SWAp) 
within Mozambique and the establishment of PROSAUDE in the early 2000s. Initially, 
the PROSAUDE fund for medicines was even awarded in Swiss francs. Over the years, 
Switzerland continued to support PROSAUDE. The donor considers itself to be a 
convener and opinion leader in Mozambique and states that government authorities 
and CSOs perceive them to be “an honest broker” (Swiss Agency for Development and 
Cooperation, 2017, p. 8). As mentioned by a respondent, the idea to strengthen the 
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whole health system in close dialogue with the partner country is characteristic for 
their support in all partner countries. 
“In all the countries where we are active, we have always been pushing to have these funds 
that really use, or really align with the government system. […] so really the idea is to 
strengthen the whole health system, but also to have a very close dialogue with the Ministry. 
And it should be led by the Ministry. So this is the basic idea.”  
In the 2011-2016 programme CHF 39.5 million was allocated to the health sector (Swiss 
Agency for Development and Cooperation, 2012). Switzerland agreed to contribute to 
PROSAUDE and actively participate in the policy dialogue at central level, but also at 
provincial level by using field experience to contribute to public debates, for example 
by pushing for more decentralized service delivery. In addition, Switzerland also 
supported demand-side projects through which CSOs were supported to hold the local 
governments accountable. While these demand-side projects are implemented by 
CSOs, they nevertheless assume the importance of the public system and the role of 
the state as a provider and regulator of services. Consequently, I argue that this fits 
with a government-oriented approach. Furthermore, the contributions to PROSAUDE, 
the programmes at provincial level and the demand-side are considered to have a 
comprehensive approach.  
In the 2017-2020 programme the difficulties with PROSAUDE were acknowledged. The 
programme document specifically mentioned that the performance was “behind 
expectations in terms of financial weight, impact on overall systemic change and 
accountability” (Swiss Agency for Development and Cooperation, 2017, p. 10). 
Nevertheless, it was decided to continue with PROSAUDE and even to take the lead in 
the discussion on the reform of the instrument, despite the reluctance of other donors 
to continue. The strong leadership of the staff of the Swiss delegation and the focus on 
the common fund was also mentioned by other respondents. One respondent even 
mentioned the importance of Switzerland in trying to keep the European donors 
together.  
“The Swiss were very much into the common fund and wanted to continue with it, even though 
it became very difficult for them to justify it within their own agency, when other agencies are 
pulling out, like DFID and the Dutch. It made it harder for them to say they are continuing. But 
they wanted to continue.” (MOZ-10) 
 “We don't have the EU to take the European donors together now. So ironically I think it is 
Switzerland that is trying to bring the European donors together.” (MOZ-5)  
Overall, the programme for 2017-2020 continues in the same spirit as the former 
programme, having a comprehensive focus and a high involvement of the public 
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sector. Within the policy dialogue and the discussions on PROSAUDE, Switzerland aims 
to focus on the reforms within the government and strengthening the performance of 
systems with a particular focus on primary health care, decentralized service delivery 
and governance (incl. public financial management). Nevertheless, the new strategy 
seems to focus more on the demand side than was the case in the former strategy. 
Although Switzerland still continues to support PROSAUDE, the strategy mentions a 
reduced importance in financial terms, given “anticipated growing domestic 
revenues”(Swiss Agency for Development and Cooperation, 2017, p. 15). 
Consequently, it will pay more attention to strengthening local government institutions 
and to intensify the work with CSOs at local level. The efforts at local level are mainly 
linked to the demand side and focus on “community empowerment”, which implies 
that citizens and civil society are supported to “voice their needs and rights and 
demand accountability from local governments and basic providers” (Swiss Agency for 
Development and Cooperation, 2017, p. 32). In total, despite the integration of water, 
sanitation and hygiene (WASH) interventions (which were not incorporated in the 
former strategy), the total amount of funding for health was CHF 29 million which is 
less than in the former programme.  
7.2.4 Ireland 
Ireland’s approach is semi-comprehensive and state-entrusting. Overall, Ireland has 
a relatively comprehensive focus, but it also focuses on HIV/AIDS through its 
partnership with the Clinton Health Access Initiative. Over the past years, Ireland has 
provided the large majority of its funding through PROSAUDE and through 
governmental support to two provinces. The Irish were perceived as being more 
sympathetic towards the state institutions than most other donors, with a few 
respondents considering them to be too lax when it comes to their engagement with 
the government.  
Within the Irish country strategy paper for 2012-2016, it was mentioned that Ireland 
has been a strong contributor to the health sector in Mozambique. Building on 
previous support, the strategy aimed to “improve equitable access, quality and use of 
basic health, particularly for the most vulnerable” (Irish Aid, 2012, p. 7). This resulted 
in an annual contribution of about €9-10 million to PROSAUDE and an annual provincial 
support of €500 000 to Ihambane and Niassa (MOZ-29). This provincial support has 
mainly focused on human resources for health. The strategy also mentioned the Irish 
collaboration with the Clinton Health Access Initiative. This partnership dates back to 
2003 –when the organization was still named Clinton HIV&AIDS Initiative. 
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Overall, Ireland’s focus can be classified as semi-comprehensive. The main idea of the 
PROSAUDE funding and the projects in the provinces is to improve the broader health 
system. The partnership with the Clinton Health Access Initiative implies a focus on 
HIV/AIDS, as the partnership was envisioned to focus on the provision of care and 
treatment services for HIV/AIDS. However, according to a review in 2010, Irish Aid 
advocated strongly for a comprehensive, integrated approach to HIV/AIDS in the 
health sector (Irish Aid, 2010b). In addition to this semi-comprehensive focus, Ireland 
has worked in close collaboration with the government. In preparation of the 2012-
2016 strategy several evaluations stressed that “Ireland’s contribution is well aligned 
with Mozambique’s needs, priorities and strategies” and that “Ireland’s approach of 
working predominantly with Government, in harmony with others, has been effective 
in maximising the impact of Irish aid and ensuring sustainable development” (Irish Aid, 
2012, p. 6). Ireland has been an important donor in the development and policy 
dialogue on PROSAUDE (the Irish delegation has chaired the fund in 2014-2016) and 
also insisted on using this fund in their partnership with Clinton Health Access Initiative. 
Furthermore, Ireland works through or in close collaboration with the government 
system at provincial level.  
During the field research it became clear that Ireland was perceived as donor that was 
very supportive towards the state institutions, which was welcomed by the Ministry of 
Health. However, some respondents of other donor agencies criticized this approach 
as they considered the Irish position towards the local authorities and systems to be 
too lax. For example, while other donors were increasingly problematizing the 
payment of salaries and top-ups for government officials and health workers, this was 
not considered to be a problem for Ireland. Furthermore, the Irish took a less firm 
stance to the problems regarding PROSAUDE compared to other donors as they 
relatively quickly decided to continue paying for PROSAUDE III37. While other donors 
have been increasingly focusing on accountability and transparency, it was thought 
that “the Irish are not changing as much as the rest of us” and “they have more 
tolerance” (MOZ-10). 
At the time of the field work (April 2017), the country strategy paper for 2012-2016 
was extended and the process to develop a new strategy had just started. According 
to a respondent at the delegation, the approach would largely remain the same. 
However, this could not be analyzed as the new strategy was still being developed at 
                                                   
37 Following the debt crisis, Ireland nevertheless suspended its general budget support to signal their 
disapproval with the government. 
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time of writing. The new strategy will focus on the period 2019-2029 and will most 
likely be completed by the end of 2018.  
7.2.5 Denmark 
Denmark’s approach is semi-comprehensive and state-supportive. It has provided 
support to PROSAUDE and certain provinces, while at the same time it has also 
directed a small part of its funding to CSOs. Denmark focuses on SRHR, although it 
aims to improve it by strengthening the wider system. Furthermore, Denmark has 
invested quite a lot in technical assistance to improve the system. Nevertheless, due 
to a reform of the Danish development cooperation policy, Denmark decided to close 
down all development cooperation in Mozambique by 2020. As this exit came at a 
delicate time, it has been accompanied with some challenges.  
Within the Danish 2012-2015 strategy for Mozambique, SRHR was mentioned as a 
priority sector. However, despite this focus on SRHR, Denmark also wanted to improve 
the wider system. After all, the aim was to “provide comprehensive support to 
strengthen the capacity of the health sector in priority areas” (Ministry of Foreign 
Affairs of Denmark, 2012, p. 20). In addition, because of perceived long-term benefits, 
Denmark has systematically preferred working with government institutions over 
stand-alone projects (Ministry of Foreign Affairs of Denmark, 2016). Consequently, 
“maintaining and expanding the political dialogue” was mentioned as a core focus in 
the strategy for 2012-2015 (Ministry of Foreign Affairs of Denmark, 2012). The need 
for comprehensive support in collaboration with the Ministry of Health was also clearly 
stressed by one of the Danish respondents.  
“We all know that for example to decrease maternal mortality, it is such a complex indicator 
to decrease that unless you have system strengthening, [no progress can be made]. Like for 
example human resources for health, or public financial management, if these things are not 
in place, you don't [make progress]. You can decrease maternal mortality in a project mode, 
but it will collapse the day that you pull out your resources, unless you strengthen the systems.”  
Specifically, support for the health sector for 2012-2017 would target four main 
components (Ministry of Foreign Affairs Denmark & Ministry of Health Mozambique, 
2012). About half of the budget for health (DKK 150 million) went to PROSAUDE. While 
stating that Denmark remained committed to use country systems and to support 
PROSAUDE, it was nevertheless mentioned that the risks are substantial. 
Consequently, the document stressed that the support would be “subject to close 
monitoring and follow up combined with Technical Assistance to support identified 
gaps” (Ibid., p.12). While the long-term goal for DANIDA would be to provide SBS 
without earmarked funds, it was decided that the situation in Mozambique was still 
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too ‘premature’ for that. Therefore, the funding for PROSAUDE was complemented 
with DKK 17 million for support to health system strengthening for improving SRHR via 
national systems. While these funds would also be disbursed via the government 
system, this earmarked funding was thought to be “more appropriate in terms of being 
more flexible and allows better results and more innovation than the routine 
government fund flow” (Ibid., p.13). Third, DKK 50 million was provided for what was 
labeled ‘provincial SBS’ to the Tete Province for improving SRHR. Learning experiences 
within this province would feed into and inform the national policy dialogue. Overall, 
the three above-mentioned components had a semi-comprehensive focus and 
entailed a state-supportive approach. The strategic document also mentioned that in 
case funding to PROSAUDE II would be suspended for whichever reasons, these 
resources would “be disbursed directly through treasury to provincial and district 
support using the government systems” (Ibid., p.11). In addition to supporting the 
government trough the above mentioned programmes, Denmark would also direct 
DKK 70 million to civil society support to keep the government to account and ensure 
a rights-based approach to health, nutrition and HIV. The funding would go to three 
civil society organizations, namely (1) the Civil Society Support Mechanisms (2) 
Population Services International, (3) the Citizens Engagement Fund.  
Denmark was a relatively strict donor which kept the Ministry of Health to account in 
case of mismanagement, but it also invested a lot in technical assistance to improve 
the systems. Consequently, Denmark was considered to be an important donor within 
the health sector. However, in 2015, Denmark decided to phase down its development 
cooperation programme with Mozambique. As far as I know, this was not linked to the 
health sector, but due to a reprioritization of Danish development cooperation: from 
2020 onwards, Danish aid will be limited to 14 partner countries. Hence, Danish 
development cooperation in several countries will be phased out, including in 
Mozambique. An exit and consolidation strategy has been prepared, which started in 
2016 (Ministry of Foreign Affairs of Denmark, 2016). However, the decision to exit 
Mozambique came at a difficult time, in the midst of several discussions in the health 
sector which were negatively affected by the debt scandal. It was decided to delegate 
responsibility for managing Denmark’s remaining contributions to PROSAUDE to 
another donor. A respondent explained that because of pragmatic reasons, Ireland was 
chosen because it was considered to definitely continue with PROSAUDE and therefore 
could disburse the money as soon as possible (MOZ-24). Nevertheless, interviews 
made clear that the exit was accompanied with some challenges. First, Denmark was 
struggling to find another donor that wanted to replace them in providing technical 
support (in the end, Flanders agreed to take over a technical assistance programme, 
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infra). Second, one respondent claimed that the health exit strategy was implemented 
with undue haste and without enough knowledge of the sector, which resulted in some 
decisions which were contradicting Denmark’s former decisions (MOZ-9). For example, 
part of the remaining money was used to pay salaries of health staff, while most donors 
(including Denmark) had previously decided to limit this kind of support as this is not 
sustainable.  
7.2.6 Flanders 
Flanders’ approach has been similar to the Danish approach, as it can also be 
considered to be semi-comprehensive (with a focus on SRHR) and state-supportive. 
Following concerns about bad public financial management, which culminated in the 
debt scandal, Flanders suspended its contribution to PROSAUDE. Nevertheless, 
following the discussions on the reform of PROSAUDE, it decided to join the reformed 
PROSAUDE III, while complementing it with other programmes. Flanders has also 
provided important technical assistance, mainly through the Belgian Technical 
Cooperation.  
Flanders started its cooperation with Mozambique in 2002 and since then health has 
always been central. Initially, the collaboration was mainly project-based and focused 
specifically on the fight against HIV/AIDS. Since 2006, however, due to the 
development of country strategies and the involvement in the SWAp, the Flemish 
actions both improved content-wise and in terms of quality (Flanders & Mozambique, 
2016). According to an independent evaluation by HERA in 2010, other donors and the 
government of Mozambique appreciated Flanders for respecting and strengthening 
ownership and aligning its development cooperation with public priorities and 
procedures (Vlaamse Commissie voor Buitenlands Beleid Europese Aangelegenheden 
en Internationale Samenwerking, 2010). The third Country Strategy for 2016-2020 kept 
health as the sole priority and continued in the same spirit as the former programmes 
(Flanders & Mozambique, 2016). Flanders allocates a yearly budget of about €5 million, 
which is channeled through a so-called ‘portfolio’ approach (Ibid.). This involves a mix 
of aid modalities and a combination of support to the national government (€2 million 
would go to PROSAUDE) as well as to provincial initiatives in the Tete province.  
As discussed in chapter 2 already, Flanders has an interesting focus on both 
comprehensive HSS efforts and on SRHR, which results in a semi-comprehensive focus. 
The title of the 2016-2020 Country Strategy is “the strengthening of the health system 
in Mozambique, leaving no adolescent behind”. The strategy renders the general 
strengthening of the health system to be the core ambition, but it pays particular 
attention to – mainly female – adolescents’ health. Nevertheless, while there is a focus 
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on SRHR, the strategy explicitly mentions the importance of the integration of all SRHR 
initiatives (p. 22). Consequently, Flanders contributed to PROSAUDE and focused 
especially on SRHR and human resources for health in the policy dialogue and 
monitoring. In addition, it supports projects implemented by NGOs and UN agencies 
that often have a specific SRHR focus, but which are nevertheless integrated in the 
broader system. Lastly, the strategy also mentions the importance of multi-sector 
approach, stating that the health sector is only one instrument for improvement of 
health and that other sectors need to be involved as well.  
Flanders attaches a relatively great importance to state involvement. PROSAUDE is 
recognized as “the privileged instrument” to obtain sustainable progress (Flanders & 
Mozambique, 2016, p. 21), which is why it was opted to contribute a relatively big 
amount of the funding to this fund. Quite interestingly, this preference was also 
legitimated by explicitly referring to the EU Council Conclusions which state that EU 
Member States should “endeavour to channel two thirds of health CPA through 
programme based approaches, at least 50% using country systems, including through 
budget support” (Council of the European Union, cited in Flanders & Mozambique, 
2016, p. 21). In addition to the support for PROSAUDE, Flanders has also been providing 
a grant to the Belgian Technical Cooperation to give technical assistance for the 
Ministry on public financial management (Flemish Department of Foreign Affairs, 
2013)38, which has been valued by other donors as well (MOZ-10, MOZ-20). Flanders 
has always had other projects and programmes besides PROSAUDE, to allow for more 
flexibility and risk distribution. Nevertheless, to prevent the risk of insufficient 
alignment, the strategy mentioned that Flanders would keep the Mozambican 
government informed about every decision and motivation to not intervene directly 
through government systems or actors. In addition, the strategy explicitly mentions 
that when discussing programmes with implementing organizations Flanders will 
especially insist on alignment with national plans as well as making the programmes 
compatible with the administrative procedures used in the public health sector 
(Flanders & Mozambique, 2016, p. 21).  
In 2016, in reaction to the debt crisis and bad public financial management, Flanders 
suspended their aid to PROSAUDE and reoriented the money to a programme 
implemented by an international NGO. Nevertheless, in line with the strategy, a 
respondent from the Flemish delegation mentioned that the NGO was expected work 
in close collaboration with the local health authorities. In 2017, following the 
                                                   
38 This partly countered the criticism from the HERA evaluation in 2010 that Flanders had too little 
sectoral expertise in the country and therefore could offer little technical assistance. 
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discussions on the reform of PROSAUDE and the development of the GFF, Flanders 
decided to rejoin the reformed PROSAUDE. According to the Flemish Minister of 
Foreign Affairs, this decision was built on the basic principle that the Flemish 
development cooperation should be aligned with the countries’ priorities as well as 
with the government systems (Goris, 2017). Consequently, Flanders did not want to 
support the set-up of two “parallel or even competing structures” (Goris, 2017), 
referring to the GFF. In the same year, Flanders also reacted to the planned withdrawal 
of Denmark in the health sector. Denmark used to provide Technical assistance in the 
province of Tete to assist with the development and the implementation of the 
provincial strategic plan. However, due to the approaching Danish exit, the 
implementation was jeopardized due to a lack of capacity and expertise. Consequently, 
Flanders decided to give a grant to the Belgian Technical Cooperation (BTC) to provide 
technical support to the provincial healthcare administration for a period of 2 years 
(Flemish Department of Foreign Affairs, 2017).  
7.2.7 Italy 
Italy’s approach changed from semi-comprehensive and state-supportive to hybrid 
and pragmatic. Italy has combined their support for PROSAUDE with some more 
specific programmes which were ‘government-executed’. While they still continued 
to fund PROSAUDE, the context in Mozambique made that Italy decided to launch 
additional new programmes which would be executed by UN agencies and NGOs. 
Due to the relatively specific focus of these programmes in combination with support 
for PROSAUDE, I consider the Italian focus to be hybrid.  
Most of the Italian aid (not only in the health sector) used to be channeled through 
what they call ‘government execution’(MOZ-26). This includes (sector) budget support, 
but also specific programmes which are executed by the government. For the health 
sector, Italy used to contribute to PROSAUDE and to three specific programmes: (1) 
one on training human resources, (2) one that supported the hospital in Maputo and 
(3) one in the Sophala province. In terms of relative importance, PROSAUDE used to 
take up around 20% of the funds, compared to other, more specific programmes that 
received the remaining 80% of the funding (MOZ-26). In sum, the Italian approach 
could be considered to be semi-comprehensive: the funding for PROSAUDE entailed a 
comprehensive focus and the other three programmes also focused on strengthening 
the health system, while the money of these projects was nevertheless earmarked to 
strengthen certain components of the system. Furthermore, the contribution to 
PROSAUDE and the government-execution of the programmes entailed a state-
supportive approach.  
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However, similar to other donors, over the months preceding my field visit the Italian 
programmes and overall approach had been subject of discussion. Other than the 
above stated problems with PROSAUDE and the discussions related to the debt 
scandal, the three programmes also did not progress as expected due to challenges of 
weak capacity, which led to major delays. As a result, the Italian embassy considered 
whether or not to proceed to an approach which involved less direct government 
execution. This discussion was also linked to the renewed law on Italian development 
cooperation of 2016, which resulted in the creation of a separate aid agency and 
increased the possibilities for implementation.  
At the time of the field visit in April 2017, several decisions were yet to be made. For 
example, it was yet to be decided what would happen with the three specific 
programmes. Also, with regard to the discussion about the renewed PROSAUDE and 
the GFF, Italy seemed to have a wait-and-see attitude39. A follow-up interview through 
e-mail in early 2018 nevertheless clarified which decisions were taken. Due to the weak 
financial management of the government of Mozambique and problematic 
accountability, it was decided that the new health programmes would mainly be 
implemented by NGOs, although “in tight coordination, joint programming and 
implementation” with the Ministry (MOZ-28). While two of the former programmes 
were suspended due to lack of initiative by the Ministry of health, the programme on 
supporting Health Human Resources training was reactivated. Furthermore, it was 
decided to finance UNFPA, WHO and UNICEF for three specific programmes aimed at 
stopping child marriage, introducing smoke-discouraging tobacco taxation and 
enhancing PMTCT (prevention of mother-to-child transmission) processes. The total 
amount of funding for all these programmes would be about €13 million. In addition, 
it was decided to continue funding PROSAUDE. Italy was convinced that the new 
memorandum of understanding and the renewed mechanisms resulted in a mitigation 
of fiduciary risks. Furthermore, the decision seemed to be informed as well by the 
decision of other donors to continue. Nevertheless, despite the decision to continue 
their previous support to PROSAUDE, it became clear that Italy would still be open to 
join the GFF in future. As they “welcome new approaches” and are “keen to see their 
results”, it was claimed that it would be possible that Italy might join other donors “who 
wish to use more effectively and safely their resources” (MOZ-28). This would especially 
be depending on the developments with PROSAUDE.  
                                                   
39 This was also partly due to the fact that several important staff changes had taken place at that time. 
The new head of cooperation just took office and the new health expert did not arrive yet. 
Consequently, they still had to familiarize themselves with the topics of the ongoing discussions.  
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Given the rather specific focus of the new three programmes in combination with the 
support for PROSAUDE, the Italian approach can be considered to be hybrid. When it 
comes to the level of state involvement, Italy’s approach can be considered to be ‘in-
between’ Switzerland, Flanders and Denmark and the UK and the Netherlands. Despite 
the continued funding of PROSAUDE, it concerns a relatively small budget and Italy 
attaches great importance to other programmes which are implemented by UN 
agencies. Consequently, the level of state involvement can be considered rather 
pragmatic than state-supportive.  
7.2.8 The UK 
The UK’s approach has changed quite thoroughly over the past years, evolving from 
semi-comprehensive and state-supportive to hybrid and pragmatic. DFID used to be 
an important supporter of PROSAUDE, in terms of financial contributions but also in 
terms of participation in the policy dialogue. However, already before the debt 
scandal DFID had stopped funding PROSAUDE, in favour of funding programmes 
focused on reproductive, maternal and child health, which would be implemented 
through UN agencies. 
Being an important donor of PROSAUDE, DFID used to focus a lot on donor 
coordination and alignment. Over the period 2012-2016, the bulk of the money (£33.1 
million) would go to PROSAUDE, complemented with £2.5 million for a demand side 
pilot and £ 1 million for a pilot on capacity-building of the MOH to distribute 
contraceptives (DFID, 2012b).  
The business case for the 2012-2016 programme elaborated extensively on the choice 
to continue funding PROSAUDE (DFID, 2012b). Among other things, DFID preferred the 
comprehensive focus of PROSAUDE, both in terms of content and geographical 
coverage. Also the alignment with the country’s public system was thought to be 
important: in combination with the pilot programmes , it would be possible to 
strengthen health systems at both central and lower levels, while a project approach 
would have a more limited impact to influence and engage in a broad policy dialogue 
(Ibid). The document literally mentioned that an exit from PROSAUDE might have a 
negative effect, “possibly reversing some of the gains obtained through better 
alignment and collaboration” (Ibid, p. 44). Given the fact that the bulk of the money 
was provided through PROSAUDE, DFID’s approach was semi-comprehensive and 
state-supportive.  
Nevertheless, in 2014 DFID decided to quit its support through PROSAUDE. According 
to the annual review, this decision was mainly taken because of concerns about public 
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financial management since 2012 (DFID, 2014b). While these concerns were certainly 
valid, interviews made clear that the decision could also be seen as part of a broader 
context in which the UK increasingly focused on results, attribution and value-for-
money, which implied less tolerance for modalities such as PROSAUDE which were not 
very transparent and in which it was difficult to see the additional benefits of DFID’s 
funding (MOZ-6, MOZ-10). Nevertheless, despite ending the support for PROSAUDE, 
the annual review mentioned several priorities and ‘success criteria’ for future 
modalities, which – among many other things – also included “ensuring that future 
modalities for support maintain an emphasis on health systems strengthening” (Ibid. 
p. 19). A local respondent from DFID also stated that at that time it was aimed to “look 
at alternatives to support the government”.  
Consequently, in 2015-2016, several pilot programmes were implemented through 
external partners: (1) the Clinton Health Access Initiative received £1.2 million to 
improve the performance of the public sector medicines supply, (2) £2 million went to 
Populations Services International to strengthen family planning results through non-
state delivery channels, (3) a pilot with UNFPA of £0.5 million aimed to test the 
potential of community-based distribution of family planning commodities, (4) £2.5 
million went to a demand side financing pilot to increase institutional delivery rates 
and (5) £2.75 million was transferred to UNICEF’s Community Health Worker 
Programme to strengthen some weaknesses in the programme and enable expansion 
(DFID, 2015b).  
Lessons from these pilot projects fed into a new big programme of £34 million for 2017-
2020, named Health transitions: to strengthen the health system Mozambique. The 
general objective of the programme is to “provide technical and financial support to 
the different functions of the health sector in Mozambique to improve results in 
reproductive and maternal health” (DFID, 2016b, p. 1). The programme consists of two 
major components. First, £23.5 million is used for ‘technical and financial support to 
strengthen the health system’. The financial support is channelled through three UN 
agencies. Complying with the general UK policy in Mozambique, it was decided that no 
funds would be channelled directly through the government. Furthermore, technical 
assistance is provided at central level to the Ministry of Health to “improve the 
management and distribution of their scarce resources” and at the sub-national level 
to “improve the quality of services delivered in health facilities” (DFID, 2016b, p. 3). 
Second, £7.5 million is used for technical and financial support to family planning. This 
part focuses on the demand side, using communication approaches to increase the use 
of birth control for women and adolescent girls. It is being implemented through an 
independent service provider. In addition to these 2 major components, an additional 
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£3.3 million is used to “improve the coordination and coherence” of all UK health 
investments in Mozambique and “capturing lessons from the implementation of the 
programmes” (DFID, 2016b, p. 3).  
Based on the new programme, DFID’s focus can be classified as hybrid. By focusing 
more on reproductive, maternal and child health, the focus is less comprehensive than 
funding through PROSAUDE. Nevertheless, DFID recognizes that improvements on 
reproductive, maternal and child health will only be possible as all health system 
components are functioning well as “Maternal mortality has traditionally been used as 
an indicator of the strength of the health system, given that all health system 
components (…) must function well to deliver quality maternal health services” (DFID, 
2016b, p. 5).  
When it comes to the level of state involvement, I classified DFID as pragmatic. DFID 
chose to implement its projects through UN agencies. While these UN agencies work 
closely together with the government, this does not imply a (semi-)parallel approach. 
Instead it implies a less prominent role of the government than before. A respondent 
from DFID recognized that the programme leads to “a lot more work for the 
government to do, in trying to coordinate and prevent duplication amongst donors” 
and that the guidelines from headquarters “are not all about Paris anymore” (MOZ-
10). From the policy documents it also became clear that DFID seems to care a lot about 
visibility and attribution. This is also evidenced by their position towards the GFF: DFID 
supports the GFF and wants to align its programme with the GFF investment case, but 
DFID will not be part of the funding mechanism within the country. Rather, their 
support through their current programme will “help Mozambique to meet the pre-
conditions the Global Financing Facility support” (DFID, 2016b, p. 9). So too did other 
respondents during the interviews perceive the changes within DFID’s health 
programme as a shift away from its former approach, nevertheless acknowledging that 
there still is collaboration with the government, but on a different level.  
 “DFID for example, they used to be very strong on budget support and really thinking on what 
systems are there and now they have really gone the other way. […] I mean, it is still linked to 
the government, but it is also private sector and I think it really moved towards another 
dimension. (MOZ-6)  
7.2.9 The Netherlands 
The Dutch approach changed from hybrid and state-supportive to semi-targeted and 
pragmatic. Despite having a headquarters policy to focus on SRHR and involving the 
private sector to a large extent, the Dutch were pursuing a hybrid and state-
supportive approach in Mozambique with PROSAUDE being a central part of its 
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support. Nevertheless, given the problems with PROSAUDE and the debt crisis, the 
Netherlands quit its support and decided not to join the reformed fund. The 
Netherlands is attracted by the GFF, as this is entirely in line with its headquarters 
policies.  
As previously stated in chapter 2, the Dutch have decided to focus on SRHR as one of 
the four priorities of the Dutch development cooperation and to have a relatively 
strong involvement with the private sector. These choices have also been translated 
into the development cooperation with Mozambique. Within the Multi-Annual 
Strategy 2014-17, the Dutch Embassy’s brokering role for innovative modalities with 
regards to SRHR was stressed (Kingdom of the Netherlands, 2014b). These innovative 
developments include private sector participation. The strategy clearly mentions that 
“ a significant amount of time and effort will be geared towards brokering public-
private-partnerships in provision of health services, involving Dutch private sector” 
(Kingdom of the Netherlands, 2014b, p. 14). Furthermore, and in line with the Dutch 
trade focused approach, the strategy mentions that ODA for health services would 
gradually be combined with non-ODA funding, “serving both Mozambican and Dutch 
interests” (Kingdom of the Netherlands, 2014b, p. 14). Lastly, the strategy also made 
clear that the programmes would be ‘results-oriented’.  
These priorities translated into several concrete projects related to the health sector. 
Specifically, the Dutch designed a regional SRHR programme for Southern Africa of 
about €8 million yearly, divided into 5 sub-programmes. Each programme is 
implemented by international NGOs, the International Organization for Migration and 
UNDP. In addition, there is the bilateral SRHR programme for Mozambique, which 
accounts for about 12 million euro yearly. Until 2016, 3 million was used for a PSI 
(Population Services International) social marketing campaign on condoms and family 
planning, €1 million for programmes with NGOs and UN agencies and the other €8 
million was channeled through PROSAUDE. Consequently, while there was a big focus 
on collaboration with the private sector and on family planning in the separate 
programmes, the majority of the funding went to PROSAUDE. Therefore, the level of 
state involvement could be considered state-supportive. Furthermore, the 
contribution to PROSAUDE implies a relatively comprehensive broad scope, which is 
somewhat surprising as the health sector as a whole is not a priority anymore for the 
Netherlands. Similar to the Dutch support for the SDG PF in Ethiopia, the reason to 
keep funding PROSAUDE seems to be related to path dependency, as a respondent 
stated that the reason to still join the SWAp was “because it has always been like that”.  
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However, in 2016 it was decided to stop funding PROSAUDE. The main reason for this 
was the debt scandal. What made this scandal even more significant for the 
Netherlands than for some other donors, was the medialization about it at home. Apart 
from the involvement of international banks and officials from the Government of 
Mozambique within the scandal, a Dutch Newspaper also found that a Dutch letterbox 
company was used to embezzle money (Chin-A-Fo & Vermeulen, 2016). This led to 
widespread indignation within the Netherlands, which forced the Ministry to stop all 
direct development aid to Mozambique (€10.2 million), including the funding for 
PROSAUDE (Dutch Ministry of Foreign Affairs, 2016). Instead, part of the budget (€5.2 
million) was reoriented to alternative channels, including a project of €4 million on 
family planning via PSI. Even more, the disappointment over the debt crisis 
strengthened a long-lasting Dutch ‘aid fatigue’ in Mozambique. As made clear by a 
Dutch respondent, there was big disappointment in PROSAUDE, as it did not yield what 
it should have yield. Consequently, there was a deep distrust in the government and it 
was time for “more strings attached to the money”.  
This aid fatigue also became clear in the discussions that followed in 2017 on the 
reform of PROSAUDE and the GFF. While the Netherlands joined the discussions on the 
reform of PROSAUDE (Goris, 2017), it decided not to provide funding for PROSAUDE III. 
Although a respondent at the Dutch delegation recognized that it would still be 
necessary to work through the public sector to make progress on SRHR, the 
collaboration would not necessarily need to happen through PROSAUDE. Not 
surprisingly, the Netherlands felt attracted by the GFF, as it perfectly suits the Dutch 
priorities (MOZ-5, MOZ-8). First, it has a strong focus on mother and child health, which 
fits neatly with the Dutch focus on SRHR. Second, the GFF focus on performance-based 
financing greatly resembles the increased Dutch focus on results-based development 
aid. One of the respondents working for another donor agency aptly described these 
two reasons: 
“The Netherlands have a policy here in health to support primarily maternal and child health. 
So if the World Bank comes to your office and tells you “look, I know you are paying 2 million 
dollars to PROSAUDE, but we are designing aid modalities that is looking specifically to 
maternal and child mortality, we are developing an investment case, we are paying on results. 
So why don’t you join us?” Of course, the donor, in a situation where it has been struggling for 
three years says “let’s see”.” (MOZ-5) 
At the time of the field work, it was not yet exactly clear how the Netherlands would 
support the GFF, but most likely it will join the joint funding mechanism that will be 
created to implement the GFF investment case.  
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Based on the above, it can be concluded that Netherlands made a shift from their 
former approach. While their support through PROSAUDE in combination with more 
targeted programmes on SRHR implied a hybrid and state-supportive approach, their 
approach can now be considered to be semi-targeted and pragmatic. Similar to the UK, 
the Netherlands still thinks it is important to involve the public sector and the 
government, but this would happen through a less direct and flexible way than before. 
Furthermore, following the exit from PROSAUDE, there is a more targeted focus on 




8. European donors and the Global Fund 
This chapter includes the content of an article which was submitted to Development 
Studies Research. It has been submitted in February 2018. Following reviews, we have 
resubmitted the present version in May 2018. The article is entitled “EU donors and 
Health System Strengthening: the love-hate relationship with the Global Fund” and is 
co-authored by Jan Orbie, Sarah Delputte and Joren Verschaeve. I am first author and 
have taken the lead in the development of the research puzzle, the empirical data 
gathering, and the analysis of results. The chapter presents the article in its submitted 
form. The numbers of the interviews and figures were adapted to the numbering of the 
entire dissertation. 
8.1 Abstract 
Since the 2000s, the proliferation of Global Health Initiatives such as the Global Fund 
has dramatically changed the field of global health. The European Union and several of 
its Member States have played an important role in the development of the Global 
Fund and have contributed considerable budgets to it. While the Fund has been 
successful in fighting priority diseases, it has also been criticized for impacting 
negatively on countries’ health systems, which provoked a debate on health system 
strengthening (HSS) within the organization. Drawing on a literature review, aid 
statistics, interviews at headquarter and field level, and document analysis, this article 
researches the relation between EU donors and the Global Fund, with an explicit focus 
on the HSS debate. The findings indicate a ‘love-hate relationship’. EU donors have 
loved the Global Fund’s innovative institutional set-up and its ‘saving lives’ approach 
involving quick results. However, over the years they have become more critical about 
its narrow focus, advocating a shift towards more HSS. Whereas this has been partly 
successful at headquarters level, most notably the incorporation of concrete HSS 
commitments in the Global Fund’s strategic documents, challenges at local level 
constrain their translation into funding and implementation measures. 
8.2 Introduction 
The EU and its Member States (hereafter ‘EU donors’) provided 25.5% of all 
Development assistance for health (DAH) in the period 2002-2016 (IHME, 2018). In 
addition to aid through bilateral programmes of Member States, the European 
Commission and NGOs, a considerable part of European DAH is channeled through 
multilateral funding. In the past, the major health-related multilateral organizations 
were the WHO, UN Agencies, like UNICEF and UNFPA, and the World Bank. However, 
since 2000, the proliferation of so-called Global Health Initiatives has dramatically 
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changed the global health scene. These initiatives focus on disease-specific 
interventions and are funded and governed by multiple public and private entities. One 
of the most important Global Health Initiatives is the Global Fund to fight AIDS, 
tuberculosis and malaria (hereafter ‘the Global Fund’ or ‘Fund’), which was launched 
in 2002.  
At the beginning of the 2000s, the launch and success of Global Health Initiatives such 
as the Global Fund drew renewed attention for the longstanding debate on vertical 
(disease-specific) versus horizontal (overall strengthening of health systems) 
approaches within international health assistance (Mills, 2005). The vertical approach 
implies that most funding and attention goes to disease-specific interventions. This 
often involves setting up parallel structures that focus on that disease, by using 
“planning, staffing, management, and financing systems that are separate from other 
services” (Travis et al., 2004, p. 901). The advantage of this approach is that it delivers 
quick, visible and measurable results. Within the horizontal approach, the focus lies on 
strengthening basic health care needs and the wider health system. Here, the idea is 
to “work through existing health-system structures” (Ibid.) and to strengthen them. 
This is claimed to be more sustainable in the long term, although results are less easy 
to measure.  
While the Global Fund has been effective in fighting diseases, its focus has also come 
under scrutiny. Critics stressed the unintended negative consequences of the Global 
Health Initiatives on health systems of poor countries (Biesma et al., 2009; Garrett, 
2007; Lancet Infectious Diseases, 2007). This has led to renewed attention to health 
system strengthening (HSS) (Hafner & Shiffman, 2013) and specifically also to a debate 
within the Global Fund on the extent to which it should focus on HSS.  
This article explores the relationship between the EU donors and the Global Fund with 
an explicit focus on the debate on HSS. The Global Fund has transformed the way 
(European) donor assistance for health is channeled to developing countries (Brugha, 
2005). The EU and several of its Member States have played an important role in the 
Fund’s development and have contributed considerable budgets to it. Of all the 
multilateral organizations, the Global Fund received the most DAH from EU donors: 
between 2002 and 2016, 48% of all European DAH was transferred through multilateral 
organizations, of which 30% went to the Global Fund (IHME, 2018). 
At the same time, however, EU donors tend to incorporate HSS as a priority in their 
policy strategies on health and development (Belgian Directorate General for 
Development and Be-cause Health Platform, 2008; Council of the European Union, 
2010; DANIDA, 2009; European Commission, 2010; HM Government, 2011; Ministère 
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des Affaires Etrangères et de Développement International, 2017). The Conclusions of 
the Council of Ministers about the ‘EU role in global health’ even explicitly state that 
EU donors should “act together in all relevant internal and external policies and actions 
by prioritizing their support on strengthening comprehensive health systems in partner 
countries” (Council of the European Union, 2010, p.2) 
European pleas for HSS seem to contradict with their major role in the Global Fund, as 
the latter has a disease-specific approach and its efforts on HSS have been limited. This 
ambiguity in the European approach towards the Fund constitutes the main puzzle of 
this article. Rollet and Amaya (2015) touch upon this ambiguity, stating that “the EU’s 
progressive move to such an [horizontal] approach could have jeopardized its 
engagement with the Global Fund” (p.12). They suggest a potential explanation, by 
anticipating a ‘progressive move’ of the Global Fund towards HSS, which could 
strengthen the coherence of the EU’s policy and the interaction between both 
organizations. However, the authors have not elaborated on this and the suggestion of 
an EU ‘progressive move’ within the Global Fund has not been substantiated. While 
considerable research has been done on the Global Fund, research into its relation with 
the EU, and specifically the question of horizontality versus verticality, has been scarce. 
In this article, we aim to take the debate one step further by examining more 
systematically and empirically the relation between the EU and the Global Fund, and 
specifically the question on the ‘progressive move’ towards the ‘horizontalization’ of 
the Fund. 
8.3 Methods 
Given the near-absence of literature on this topic, we have opted for an abductive 
research approach. Abduction stems from the pragmatist research tradition, which 
advocates problem-driven and complexity-sensitive research (Cornut, 2009). 
Abduction reasons at an intermediate level between deduction (where a framework is 
imposed) and induction (where findings build on empirics) (Friedrichs & Kratochwil, 
2009). It involves a continuous interaction between theory and empirics, whereby 
literature review, data generation, data analysis and research design mutually 
influence each other in a cyclical research process. Abductive research often starts 
from an empirical puzzle. In this case the research builds on puzzling observations 
during the lead author’s field research for a broader study on EU donors’ approaches 
on international health assistance, where interviewees at European agencies 
complained about the negative effects of the Global Fund on countries’ health systems. 
As EU donors themselves contribute significantly to the Global Fund, we wanted to 
better understand this relation.  
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This research process involved several methods that were used during two phases. 
During a first, explorative phase, interviews were conducted with 31 donor 
representatives: 3 at headquarters level (March-April 2015 and December 2016) and 
28 at local level of which 8 in the DRC (November 2015, December 2016 & February-
April 2017), 7 in Ethiopia (November-December 2015), 7 in Uganda (March 2017) and 
6 in Mozambique (March-April 2017). The local level concerns 4 Sub-Saharan African 
countries that are relevant because the discussion on HSS is highly prominent in these 
countries, given the fragile nature of their public health system and their high 
dependency on aid for health financing. Also, a significant number of EU donors are 
heavily involved in the health sector in these countries. Most interviewees were EU 
and MS officials, and three were officials from non-EU donor countries40. These 
explorative interviews were recorded and fully transcribed.  
In a second phase, additional and more specific information was gathered on the EU 
donors’ relationship with the Global Fund. We decided to mainly focus on the 
European Commission, the UK, France, Germany, Denmark and Belgium, not only for 
reasons of feasibility but also because these include the biggest European contributors 
to the Global Fund (infra figure 8.3) and also some smaller donors which from the 
exploratory phase appeared to have a clear vision on health assistance. Together, these 
six donors cover all the five European constituencies within the Global Fund.41  
This phase involved several methods. A literature review was conducted to better 
understand the launch and development of the Global Fund and the debate on HSS 
within it. Furthermore, we made a descriptive statistical analysis of DAH by the EU 
donors and the Global Fund, based on data from the Institute for Health Metrics and 
Evaluation (IHME). To analyze EU donors’ role in the HSS debate, we conducted a 
document-analysis of relevant policy and background papers of the selected EU donors 
and the Global Fund. Lastly, additional semi-structured interviews were conducted in 
                                                   
40 The 3 HQ interviewees were representatives from the EU and Belgium and an academic researcher. 
For the partner countries, it concerned officials who are active in the health sector. More specifically, 
for the DRC: representatives from Belgium, the UK, France, the EU (2), Sweden and USAID, as well as 
a former official of the EU delegation in the DRC; for Uganda: representatives from Sweden (2), Belgium 
(2), the Netherlands, the UK and USAID; for Mozambique: the Netherlands, Denmark, Sweden, the UK 
and Switzerland, and a former official of the Danish delegation; for Ethiopia: the EU (3), the 
Netherlands, the UK and Italy (2).  
41 EU donors are represented at the Global Fund through their presence in the board, which consists 
of 28 constituencies: 10 donor constituencies, 10 implementer constituencies and 8 non-voting 
members. The EU donors are spread among 5 constituencies: (1) the European Commission, Belgium, 
Italy, Portugal and Spain, (2) France, (3) Germany, (4) the United Kingdom and (5) the Point Seven 
constituency (Denmark, Norway, Ireland, Luxembourg, Netherlands, and Sweden). 
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May-June 2017 with 8 people at headquarters level42. Again, interviews were recorded 
and fully transcribed. Interviewees generally express the views of their employer, 
although their evaluations are sometimes more explicit and less diplomatic than in 
official documents. 
Based on the empirical information gathered during these two phases, several themes 
were identified that express certain arguments about the European engagement with 
the Global Fund. These smaller themes were then grouped into bigger themes, such as 
‘reasons to fund the Global Fund’, ‘discussions on HSS at headquarters level’, 
‘perceptions of Global Fund and HSS at country level’. This initial analysis was done 
through a close reading by the lead author, while the empirical data and the resulting 
findings were extensively discussed, refined and elaborated with the co-authors. 
Subsequently, these findings were presented at two international conferences 
involving experts in EU development and Global Health policy respectively, and the 
article was finalized taking into account relevant peer feedback. 
The remaining of this paper will be organized as follows. First, we elaborate on the HSS 
debate within the Global Fund. Thereafter, we focus on the relationship between EU 
donors and the Global Fund, claiming that EU donors have been attracted by the Fund’s 
innovative institutional set-up and its ‘saving lives’ approach, but that over the years 
they have become more critical about its vertical approach and have attempted to 
‘horizontalize’ the Fund. The third part discusses some remaining challenges, including 
limited implementation and limited European coordination. Finally, we summarize and 
discuss the main findings.  
8.4 The debate on health system strengthening in the Global Fund 
As mentioned above, there has been a longstanding but unresolved debate in 
international health between horizontal and vertical approaches. In response to the 
technical, vertical programmes in the 1960s and 1970s, the WHO’s Alma Ata 
Declaration on Primary Health Care of 1978 articulated the need to focus on basic 
healthcare systems to reach ‘health for all’ by 2000 (WHO, 1978). This comprehensive 
primary healthcare approach was quickly criticized for being too broad and idealistic 
and was replaced by a focus on selective primary health care, involving a limited 
                                                   
42 We interviewed six representatives of the selected EU donors who are closely involved in their 
country’s relations with the Global Fund (from Belgium (2), the European Commission, France, 
Germany and Denmark), in addition to a former European Commission official and a staff member of 
the Global Fund secretariat. The relevant department of DFID (UK) was not able to accept my 
(repeated) requests for an interview. While this is regrettable, information on the UK’s involvement 




number of cost-effective interventions (Cueto, 2004). During the 1990s, the switch 
from earmarked project funding to supporting the whole health sector through sector-
wide approaches (SWAps) marked a new shift towards horizontality. Around 2000 
however, the HIV/AIDS epidemic and the launch of Global Health Initiatives made the 
pendulum swing back to vertical programmes.  
The Global Fund, launched in the light of the HIV/AIDS epidemic, has been the most 
successful Global health Initiative. With the availability of antiretroviral therapies since 
1996, HIV/AIDS became a treatable disease in North America and Europe, bringing an 
end to ‘AIDS exceptionalism’ in the West. However, as antiretrovirals were not 
affordable in developing countries, the case for exceptionalism shifted to the 
international stage (J. H. Smith & Whiteside, 2010). Advocacy groups and CSOs 
profoundly influenced the international mobilization for the epidemic, stressing the 
human rights of the affected people (De Cock, Jaffe, & Curran, 2011; J. H. Smith, 2017). 
In addition, the securitization of HIV/AIDS as a global threat also increased attention to 
the epidemic (J. H. Smith & Whiteside, 2010). All this created a favorable context in 
which Western politicians wanted to make antiretrovirals available for all, which 
entailed the launch of the Global Fund in 2002. While the fund originated in the context 
of AIDS exceptionalism, it was decided to focus on malaria and tuberculosis as well.  
As the Global Fund became an influential organization over the years, some 
unanticipated adverse side effects on countries’ health systems became apparent. 
Several authors claimed that the Global Health Initiatives had negative consequences 
on poor countries’ health systems, by fragmenting their health systems and distorting 
their national health policies (e.g. Biesma et al., 2009; Garrett, 2007; Lancet Infectious 
Diseases, 2007). A few years after their launch, proponents of HSS thus started to argue 
that Global Health Initiatives have picked the ‘low hanging fruit’ and that their focus 
should be extended towards strengthening the broader health system (Hill, Vermeiren, 
Miti, Ooms, & Damme, 2011). Although it has been recognized that in some cases the 
Global Fund’s vertical approach can have positive spillover effects on the wider health 
system (Atun, Pothapregada, Kwansah, Degbotse, & Lazarus, 2011; Rasschaert et al., 
2011), several studies find that the overall impact on the wider health system has been 
limited or even negative (Biesma et al., 2009; Marchal et al., 2009; WHO Maximizing 
Positive Synergies Collaborative Group, 2009). Whatever the outcome of this (yet 
unresolved) debate may be, our point in this article is not to provide evidence for the 
extent to which the Global Fund might have strengthened or weakened recipient 
countries’ health systems, but rather to understand how EU donors deal with the 
common criticism that the Global Fund’s vertical approach is detrimental for HSS.  
245 
 
In reaction to the critiques, and following the example of the Vaccines Alliance GAVI, 
Round 5 of the Global Fund (in 2005) included for the first time a specific category for 
HSS. However, there was a lot of debate on this within the Global Fund board. For 
opponents of HSS, the allocations towards HSS went too far, while proponents of HSS 
claimed that the ‘health system activities’ contributed only to specific programmes, 
rather than strengthening the system as a whole (Hill et al., 2011). Only three out of 30 
HSS applications were approved and according to the Technical Review Panel, there 
was insufficient clarity and guidance about the development and evaluation of HSS 
proposals (McCoy et al., 2012). At the same time, other actors influenced the debate 
as well. At the request of the World Bank, a comparative study of the Global Fund and 
the World Bank AIDS programmes was conducted, which argued that both 
organizations should focus on their comparative advantages, recommending the 
Global Fund to focus on disease-specific interventions, leaving HSS interventions to the 
World Bank (Shakow, 2006). Despite CSOs urging to keep HSS interventions as a 
specific category, the separate channel for HSS funding disappeared again in 2006 (Hill 
et al., 2011; Ooms, Van Damme, & Temmerman, 2007). However, the topic remained 
on the agenda and suggestions were tabled to transform the Global Fund to fight 
HIV/AIDS, tuberculosis and malaria into a Global Health Fund (Cometto, Ooms, Starrs, 
& Zeitz, 2009; Ooms et al., 2008). In 2009, plans were made to set up a Health System 
Funding platform between the Global Fund, GAVI and the World Bank “to coordinate, 
mobilize, streamline and channel the flow of existing and new international resources 
to support national health strategies” (World Bank, 2010 in Hill et al., 2011, p. 1). This 
plan faced significant opposition as well and in the end the platform was never 
implemented. According to McCoy et al (2012), this failure was also due to the global 
financial crisis and “skepticism about the credibility of HSS strategies, interventions and 
measurements of progress” (p.11).  
Over the years, there has thus been a constant struggle within the Global Fund on the 
issue of HSS. This has gradually entailed more attention for this issue. However, despite 
a number of steps to slowly ‘de-verticalize’ its structure and activities, HSS mostly 
remained a secondary concern for the Fund during the first decade of the 2000s, due 
to internal opposition as well as opposition from other organizations (McCoy et al., 
2012). Several authors have claimed that Global Health Initiatives like the Global Fund 
interpret HSS in a narrow, instrumental way, using well-targeted and specific 
interventions with clear, measurable outcomes (Marchal et al., 2009; Storeng, 2014; 
van Olmen et al., 2012). This is in strong contrast to a broader conceptualization of HSS 
focusing on social, societal and political dimensions (van Olmen et al., 2012).  
246 
 
The limited progress on HSS is also apparent from the aid budgets. Based on the IHME 
database we calculated the Fund’s contribution to HSS. The DAH for HSS in this 
database falls into two categories (IHME, 2017). First, sector-wide support (HSS/SWAP) 
that goes into a pooled fund for the health sector and includes non-earmarked funds 
that contribute to the broad national health sector such as improving monitoring and 
evaluation of a health issue or better coordination among all stakeholders. Second, aid 
that improves the health system but is nevertheless targeted towards specific health 
focus areas such as HIV/AIDS or maternal, newborn, and child health. The latter could 
be named health system support, which should be distinguished from health system 
strengthening as it concerns less comprehensive changes on the health system and all 
its building blocks (Chee et al., 2013).  
From these data, it appears that in 2016 only 2 % of DAH of the Global Fund went to 
HSS/SWAP (IHME, 2018). Although the Fund contributes an important share of its 
budget to health systems support (20%), its relative importance has not changed over 
the years (it was already 23% in 2003 and remained stable since then).  
More recently, however, the Global Fund made more substantive strategic changes. In 
2012, a new funding model was introduced, which would align better to the needs, 
plans and processes of the partner countries compared to the previous round-based 
model. While the new funding model led to an increase of funding requests and 
approvals for HSS programmes, there were nevertheless remaining challenges at 
country level, due to the lack of operational support mechanisms and processes 
(Abejero, 2015). The Ebola outbreak in West Africa in 2014-2016 created a window of 
opportunity for the horizontalization of the Global Fund, as it clearly demonstrated 
that strengthening health systems is necessary for future epidemic preparedness. 
Consequently, there was more attention for HSS in the discussions on the Global Fund’s 
new strategy for 2017-2022. In response to the challenges raised concerning HSS in the 
New Funding model, the Technical Evaluation Reference Group (TERG) of the Global 
Fund commissioned the Danish-based health consultancy company Euro Health Group 
for a thematic review on HSS (Abejero, 2015). Building on this review and other inputs, 
the TERG developed recommendations towards the Global Fund. These were taken 
into account in the new strategy, which arguably meant a big leap forward towards 
HSS (Abejero, 2016). 
8.5 EU donors and the Global Fund 
EU donors have played an important role in the development of the Global Fund and 
have contributed considerable budgets to it. Interestingly, this seems to contradict 
with the European pleas for HSS, as the Global Fund has a disease-specific approach 
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and its efforts on HSS have been limited. In this part, we aim to understand this puzzle 
by pointing at two main aspects. First, we claim that EU donors have been attracted by 
the Fund’s innovative institutional set-up and its ‘saving lives’ approach, through which 
quick results could be attained in the fight against HIV/AIDS. Second however, EU 
donors have attempted to ‘horizontalize’ the Fund by making their voice heard in the 
HSS debate in the Global Fund outlined above.  
8.5.1 The attractiveness of the Global Fund  
As mentioned above, both the successful activism on HIV/AIDS and the language of 
securitization and globalization created a favorable political environment in which 
Western politicians wanted to make antiretrovirals available for all. EU donors wanted 
to take the lead in this but realized that this required a huge scale-up of resources 
which would not be possible through bilateral efforts only (HQ-16, 20 & 22. 
Consequently, they wanted to create an international dynamic which also incorporated 
important non-European partners such as the US and the private sector.  
In a context of growing critique on the effectiveness of aid and on ‘traditional’ 
development aid through bilateral and UN agencies, as well as the credibility problems 
that had plagued the WHO, the Global Fund appeared to be an attractive and 
innovative alternative. Its model was considered to be concrete and ambitious. There 
was the intention to “not (do) business as usual, i.e. to be a quicker financing 
mechanism than the traditional bilateral and multilateral donor agencies” (Brugha, 
2005). In line with the increased trend of using cost-effectiveness analysis as a basis for 
international health priority-setting, it adopted a performance-based funding model 
(McCoy et al., 2012). Furthermore, it was considered to be less bureaucratic than UN 
organizations, given its ‘light-touch’ without country offices (Brugha & Walt, 2001; HQ-
6 & 10). Instead, local Country Coordination Mechanisms (CCMs) – consisting of 
representatives from government, the private sector, donor agencies, civil society and 
communities living with HIV/AIDS, tuberculosis and malaria – were developed to 
identify, manage and evaluate the priorities and funding needs. The Global Fund was 
also lauded for its inclusiveness, given the structured participation of civil society and 
the involvement of the private sector both in the board and in the CCMs (HQ-19, 22 & 
23).  
This innovative funding model proved to be successful: given its specific focus, the Fund 
succeeded in achieving quick results. Donors also welcomed the public visibility of the 
organization (Brugha 2005; HQ-19 & 23). The Global Fund secretariat has been very 
successful in demonstrating its impact by calculating for example how many lives are 
saved. As mentioned by one respondent, they are “highly skilled marketeers” (HQ-18). 
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This ‘saving lives’ approach has made it even more attractive for donors to continue 
investing in the organization, as they can easily get ‘value-for-money’ and the results 
can easily be communicated as successes to the general public. The transparency of 
the Global Fund has also been considered a great asset, including the set-up of the 
Office of the Inspector General, an independent control instance (Brugha 2005, HQ-19 
& 23). More recently, the Global Fund has started to work a lot on scaling-up domestic 
resources in partner countries, which is supported as well by the European partners 
(HQ-21 & 23). All these factors contributed to the success story of the Global Fund, 
which became far more popular than the WHO. Arguably, the latter has struggled for 
decades to convince its Member States of its effectiveness and its reputation 
deteriorated further after its slow response to the Ebola outbreak in West Africa in 
2014-2016. 
Figure 8-1: Multilateral DAH from European donors, by Channel (IHME, 2018) 
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DAH from European sources. In total, 30% of all European multilateral DAH4344 has 
been channeled through the Global Fund, which makes it by far the biggest multilateral 
channel for EU donors. Germany and France have even contributed respectively 53.3% 
and 38.2% of all their multilateral DAH through the Global Fund. Remarkably, the WHO 
has only received 15% of multilateral DAH, as 10 EU donors have provided more money 
to the Global Fund than to the WHO.  
Given their considerable contributions, the EU and EU Member States have been 
responsible for 41.1% of all DAH channeled through the Global Fund over the period 
2002-2016 (figure 8.2). Figure 8.3 shows the top 15 donors who have contributed the 
most DAH through the Global Fund between 2002-2016, including nine EU Member 
States.  
Figure 8-2: Relative share of donors DAH Global Fund 2002-2016 (IHME, 2018) 
 
                                                   
43 The numbers only include the funding of 15 EU donors, as the IHMI database does not provide 
separate data for other EU donors. However, their contributions can be considered negligible in 
relation to the total amount of European DAH.  
44 The European Commission is not considered to be a source in the IHME database, but a channel. 
However, in case a funding flow has two intermediary agencies, only the ultimate agency is defined as 
the channel. Consequently, it is not possible to track how much money from European Member States 




















Figure 8-3: Top 15 donors Global Fund 2002-2016 (IHME, 2018) 
 
  
8.5.2 Increasing critique on the vertical stance of the Global Fund 
Already at the start of the Global Fund, there were varying positions among the board 
members on HSS. While most of the EU donors supported HSS in their bilateral 
programmes by promoting the SWAps since the mid-1990s, HSS was less of a priority 
for the US and the private sector. However, these tensions did not seem to be 
problematic at that time, as the Global Fund funding was meant to be ‘additional’ and 
‘complementary’ to existing aid from multilateral and bilateral agencies (Brugha & 
Walt, 2001; HQ-22 & 23). Consequently, HSS could still be a priority of EU donors 
through their bilateral support. 
However, as the Global Fund became such an influential organization, these tensions 
soon became more problematic. Already in 2005, research by Brugha et al. (2005) 
briefly described how several country representatives working for EU donors were 
critical about the Global Fund. As they themselves were supporting the SWAps, they 
claimed that the Global Fund was “reverticalising health systems and forcing a disease-
specific approach” (p. 97). This critique is still present, as became apparent during our 
field research in the DRC, Uganda, Mozambique and Ethiopia. Several interviewees 
working for European agencies expressed frustrations about the Global Fund’s 


































explicitly stated that the Global Fund has been undermining or even ‘destroying’ the 
efforts of EU donors on HSS. Consequently, they also criticized the incoherence of their 
headquarters by supporting HSS in bilateral programmes and at the same time funding 
an organization that is undermining it.  
“What is a tragedy is that many of the same EU donors that are saying this is unacceptable are 
also funders to the Global Fund that actually undermines what we are doing.” (MOZ 3).  
“[And we should ] be able to say to the Global Fund, well, we give you money, but this destroys 
what we have done in our programme here in Congo. We should be coherent.” (DRC 7) 
While originating at country level, these critiques have also reached the headquarters. 
EU donors have increasingly criticized the vertical approach of the Global Fund and 
made it a priority to reform it from within by trying to ‘horizontalize’ it. Several relevant 
policy documents emphasize the objective to promote the HSS approach within the 
Global Fund. The European Commission stresses that “a comprehensive approach 
including all priorities is the only efficient one” and that “the EU should promote this 
approach in global financing initiatives such as the GFATM and the GAVI” (European 
Commission, 2010). The Belgian strategy mentions that although “the decision to 
support programmes which combat specific diseases may be justified in certain cases”, 
it is needed to take several principles into account in supporting them, including “the 
level to which these programmes offer a long term guarantee that they reinforce the 
local healthcare system rather than destabilise it” (Belgian Directorate General for 
Development and Be-cause Health Platform, 2007, p. 25-26). Denmark underlines that 
it “supports some of the GHPs but will condition its support on increasing adherence to 
the Paris Declaration principles” (Ministry of Foreign Affairs Denmark & Danida, 2009, 
p. 19). In its organizational strategy for the Global Fund 2014-2017 Denmark 
furthermore explicitly points out that it “would welcome a gradual development in the 
direction of GFATM becoming a more general and less vertical health development 
fund” (Ministry of Foreign Affairs of Denmark, 2014) .  
The topic of HSS and Global Health Initiatives has also been subject of discussion at 
parliamentary level. In its resolution on Health Care Systems in Sub-Saharan Africa and 
Global Health, the European Parliament (2010b) argues that a “vertical approach can 
under no circumstances be a substitute for a sustainable horizontal approach to basic 
health”. Furthermore, the resolution urges the Commission “to supplement its aid for 
vertical funds with recommendations designed to encourage ‘diagonal’ measures to 
support basic health care in the countries concerned”. The International Development 
Committee of the UK House of Commons (2014) states that “DFID’s main international 
partners do not give the development of health systems the same priority as DFID 
does”. As DFID increasingly relies on multilaterals, DFID was recommended to “conduct 
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a detailed assessment, by country, of the extent to which existing funding 
arrangements enable its health systems strengthening objectives to be met”. 
Also most European respondents at headquarters level were very vocal on this 
objective, as can be illustrated with the following quotes.  
“The approach with these Global Health Initiatives is to develop the health systems angle or 
format, or mandate. Pushing and building coalitions in the Global Fund, and GAVI, to do that.” 
(HQ3)  
“But Germany also expects very strongly from the Global Fund and GAVI that they are 
enhancing their contribution towards system strengthening. And this means that the two 
organizations should find ways to target more of the money they have into HSS work. But they 
should also be careful about how they do their business. […] to make sure that the way they 
operationalize the money does not harm with regards to HSS.” (HQ16)  
8.5.3 European efforts to horizontalize the Global Fund 
As EU donors had a preference for more HSS, they have tried to make use of their 
presence in the board to influence the Global Fund’s strategies to move more into this 
direction. When the new funding model was discussed in 2011-2012, one of the 
priorities of European partners was to make sure that the budget would be better 
aligned with the national health strategies and the planning cycles of partner countries 
(The Federal Government of Germany, 2013, p. 13; HQ-4 & 15). These efforts paid off 
as the new funding model is indeed based more on country needs, plans and processes 
than the previous rounds-based model. 
Also during the discussions on the new strategy for 2017-2020, EU donors were among 
the main advocates to urge the Global Fund to further refine its approach to HSS. 
France and Germany were particularly vocal on this issue. They published a non-paper 
claiming that comprehensive HSS should not be treated as a byproduct, but as an 
integral part of the Global Fund’s strategy and activities (HQ-15, 17 &19). These efforts 
proved to be successful, as HSS for the first time has been elevated to the level of a 
Global Fund strategic objective. Although using a different wording, ‘building resilient 
and sustainable systems for health’ became one of the four priorities in the strategy 
for 2017-2022 (The Global Fund, 2017d). The new strategy thus clearly reflected the 
Global Fund’s evolving approach towards HSS (Abejero, 2016). According to several 
respondents, it meant a big leap forward towards HSS (HQ-16, 17, 20 & 21).  
On top of advocating for more HSS at the board level, another, more indirect way of 
influencing the Global Fund’s HSS activities have been the German and French specific 
technical assistance programmes. France developed the so-called 5% Initiative, 
whereby 5% of total French contributions to the Global Fund is earmarked for projects 
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in French-speaking African countries, managed by French technical agencies. The 
reason behind this initiative was the realization that French-speaking countries often 
had difficulties with accessing the funds of the Global Fund, not only because the 
latter’s templates and log-frames are in English, but also because they are “designed 
in a very American way” (DRC-19). The objective of the 5% Initiative is therefore to 
mobilise expertise from the French-speaking world to “facilitate the implementation of 
grants, support the definition of strategies in those countries and promote good grant 
governance, with an overall focus on capacity-building” (Initiative 5%, n.d.-b). Very 
often, the technical assistance is linked to HSS (HQ-20, DRC-19). The German technical 
assistance programme is called BACKUP and has three components: support to the 
CCM, support for risk and grant management and support for HSS (GIZ, n.d.). Through 
this programme, German technical assistance has been used to develop funding 
requests, in which there is special attention for HSS (HQ-16).  
8.6 Continuing challenges at local level 
Despite the above-mentioned efforts to focus more on HSS, challenges remain, mainly 
at local level. First, the implementation of the HSS commitments seems limited. 
Second, also European involvement and coordination on the follow-up of the Global 
Fund’s activities at local level has been limited.  
8.6.1 Lip service versus implementation  
Following the increased attention for HSS at strategic level, one respondent rightly 
stated that “now the devil really lies in the detail of the operationalization” (HQ-16). 
Changes at local level have continued to be difficult. The New Funding Mechanism that 
was launched in 2012 resulted in a significant increase in funding requests and 
approvals for cross-cutting HSS programming. However, as became clear in the reviews 
of the concept notes by the Technical Review Panel, there was a large variety in the 
quality of HSS proposals and there were challenges “specifically with respect to 
ensuring that the necessary support mechanisms and processes are operational at the 
country level” (Abejero, 2015). Consequently, there was a missed opportunity in most 
countries to address wider health system constraints.  
This has been corroborated during our field work at country level, which revealed that 
there still is a perception among several respondents that the HSS efforts of the Global 
Fund remain lip service: 
“Even the Global Fund now has a special fund for strengthening health systems, but if you see 




“In the end it is also their own policy that they want to align and harmonize, but in practice it 
is not so much” (MOZ-7) 
The interviews were conducted in March-April 2017, only shortly after the new 
strategy was launched. Perhaps these perceptions might change following the full 
implementation of the new strategy. Nonetheless, while most interviewees at 
headquarters level were positive about this strategy, some interviewees were rather 
skeptical (HQ-18,19 & 23). More specifically, they held a critical stance towards the 
Global Fund’s preference for the term ‘building resilient and sustainable systems for 
health (RSSH)’ instead of the more commonly used ‘HSS’. As clarified in their 
documents, “systems for health, differently from health systems, do not stop at a 
clinical facility but run deep into communities and can reach those who do not always 
go to health clinics, particularly the most vulnerable and marginalized” (The Global 
Fund, 2017b, p. 4). The Global Fund thus envisages to focus beyond the formal health 
system (the Ministry of Health, subnational bodies of governance and the clinical 
services), bringing its products “to the last mile” (HQ-17 & 20). Some interviewees 
claimed that the choice for this term once again shows the Global Fund’s narrow, 
technical interpretation of HSS, only focusing on the “hardware” that is needed to bring 
the products to the last mile, instead of a holistic approach towards the health system 
(HQ-18,19 & 23). While stating that it aims to work beyond the formal health system, 
there is thus a risk that the Global Fund ignores the formal health system. 
8.6.2 Limited European involvement and coordination at local level 
In case the EU donors want the Global Fund to walk the talk about HSS, they will also 
have to follow up and influence the activities of the Global Fund at local level. 
Switzerland, France and Germany released a discussion paper in November 2016, in 
which they recommended to review the role and functions of the CCM (The 
delegations of Switzerland, France and Germany, 2017). Among other things, they 
claimed that country dialogues should reach beyond disease-specific stakeholders and 
that HSS experts should have a more prominent voice in CCMs. They also see a role for 
themselves, claiming that “Germany, Switzerland and France will promote health 
systems strengthening through their bilateral programmes in-country, their direct 
involvement as CCM members in certain countries and as Board members of 
multilateral institutions” (Delegations of Switzerland, France and Germany, 2017, p. 5). 
However, our data signal mixed experiences with regards to the local follow-up by and 
influence of EU donors on the Global Fund. One way to influence the Fund’s local 
activities is to have a seat at the CCM. The specific set-up of the CCM differs in each 
country, but in most countries, only one or two bilateral donors are represented within 
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the platform. One of these seats usually goes to the United States, that was present in 
71 CCMs in 2016 (The Global Fund, 2017c). When it comes to the EU donors, the French 
delegations were the most active, as they were present in 30 CCMs. France has several 
regional health cooperation counsellors who are based at the French embassies and 
have the specific task to follow-up the multilateral funding for the country and 
neighbouring countries (HQ-20). The EU is also relatively active with a seat in 16 CCMs. 
However, as can be seen in the table 8-1, other EU donors very often do not participate 
in the CCMs. Donors as Denmark and Sweden were not present in any of the CCMs.  
Table 8-1: Donors’ membership of CCMs (The Global Fund, 2017c) 
Country Presence in 
CCM  
Presence as a Member Presence as an Alternate 
Belgium 2 Burundi Rwanda 
EU 16 Angola, Burkina Faso, Cape 
Verde, Congo, Côte d'Ivoire, 








France 30 Albania, Armenia, Burundi, 
Cambodia, Cameroon, CAR, 
Comoros, Chad, Congo, DRC, 
Côte d'Ivoire, Gabon, Guinea, 
Haiti, India, Lao PDR, 
Madagascar, Mali, Mauritania, 
Morocco, Niger, Togo, Senegal, 
South Africa, Vietnam 
 
Botswana, Burkina Faso, 
Ghana, Kenya, Zimbabwe 
Germany 6 Cameroon, Togo, South Africa, 
Uzbekistan 
Niger, Malawi 
Ireland 1  Uganda 
Italy 1 Angola India 
Luxembourg 1 Lao PDR  
The 
Netherlands 
1  Benin, Mali 
Spain 5 Equatorial Guinea, Philippines Mauritania, Morocco, Niger 
UK 
 
8 Ghana, Kenya, Myanmar, 





71   
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These numbers do not tell the whole story, as donors could also be involved in 
discussions on the Global Fund without having a seat in the CCM. This was for example 
the case in the DRC, were the EU delegation has been quite actively following the 
Fund’s activities (HQ-23, DRC-8 & 33). The delegation was concerned about the 
‘destructive’ effects of the Global Fund supply chain policies on the national system for 
procurement and distribution of medicines. The staff of the delegation shared these 
concerns with their colleagues in Brussels, who then made it an issue of concern in 
Geneva, which led to a profound debate on this topic. Furthermore, the Belgian 
delegation in the DRC has made it a priority to engage the Global Fund as much as 
possible in the donor-wide coordination group in the health sector (DRC-8). However, 
these seem to be exceptions. Moreover, the examples of active involvement without 
having a seat illustrates that much depends on dedicated individuals who have a 
specific commitment to this issue. The majority of local respondents stated that it has 
been very challenging to closely follow the activities of the Global Fund, simply because 
of time constraints and lack of human resources (DRC-8, 12 & 30; MOZ-7,8,10 & 12; 
UG-1, 2, 8 & 13; ETH-3 & 5). Except for France, there seem to be few institutional 
incentives and expectations from headquarters to be involved in Global Fund processes 
and/or to coordinate for this purpose. As a result, the Fund does not seem to be a 
priority within people’s busy schedules. Several respondents agreed that EU donors’ 
influence in the Global Funds’ decisions and activities at local level remains limited and 
needs to be strengthened, as can be illustrated with the following quote.  
“I think we also have to become better in really engaging in the CCM. And because only if we 
are there and if we dedicate staff, resources and time to being really engaged in CCM and 
country dialogues around the Global Fund, we can make the change happen.” (HQ-4)  
Given the time constraints of individual donors to follow-up on the GF, European 
coordination on the Global health Initiatives becomes all the more important. While 
individual EU donors might not participate in that many CCMs, EU donors as a whole 
are still present in a large amount of CCMs (71 in 2016). At headquarters level, there 
have been a number of initiatives to increase information sharing and coordination on 
the Global Fund among European partners. There are yearly thematic seminars for EU 
delegations during which information is shared on the Global Health Initiatives (HQ-
23). Furthermore, EU donors at headquarters meet informally one or two weeks before 
Global Fund board meetings, which allows for problems at local level to be brought up 
(HQ-18, 21 & 23). However, at local level, European coordination remains quite limited. 
In Ethiopia, joint reporting on the achievements and challenges related to Global Fund 
and GAVI funding was identified as a priority for EU Joint Cooperation in the health 
sector in 2014 (ETH-5 & 18). In the three other countries where we conducted field 
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research, European coordination on the Fund appeared very limited or even non-
existent. It remains to be researched to what extent active and effective European 
coordination on the Global Fund is taking place in other Sub-Saharan African countries. 
However, from our interviews we have not received indications that this would be the 
case.  
8.7 Conclusion and discussion 
This article has focused on the relation between EU donors and the Global Fund, with 
a specific focus on the debate on HSS, illustrating the ‘love-hate relationship’ between 
both actors. On the one hand, EU donors have always loved the Global Fund, as they 
prefer the innovative, institutional set-up of the organization as well as their ‘saving 
lives’ approach that generates quick results. However, over the years EU donors have 
become more critical about the Fund’s narrow focus, which is why they started 
advocating for a progressive shift towards more HSS. This had led to some successes 
at headquarters level, resulting in clear commitments towards HSS in the Global Fund’s 
strategic documents. We have shown how EU donors struggle because of the tension 
between the attractiveness of the Global Fund’s bias towards ‘verticalism’ and the 
(perceived) need of a more horizontal approach. 
This article aimed to understand this ambiguity. In essence, the key tension is that 
‘horizontalizing’ the Fund remains challenging, because the ‘specificities’ that make the 
Global Fund so successful and attractive, are precisely those that also impede moves 
towards HSS. First, the inclusive partnership model of the Fund has been lauded 
because it brought together a large variety of actors to fight together against infectious 
diseases. However, already since the Fund’s establishment it has been clear that this 
partnership of multiple stakeholders with different agendas and priorities embodies 
internal dissonance and ambiguity around issues such as HSS (McCoy et al., 2012). Over 
the years, progress on this domain has been hampered partially because important 
board members – mainly the US and the private sector – were not that much into HSS. 
Second, the ‘saving lives’ and ‘value-for-money’ approaches certainly contributed to 
the success story of the Global Fund. However, as raised already by McCoy et al. (2013), 
‘quantifying the saving of lives’ could lead to a narrow focus on selected, measurable 
interventions, undermining investment in interventions that cannot easily be 
measured in terms of saved lives, such as capacity building and institutional 
development. As one of the respondents claimed, the idea that one needs to 
strengthen national systems clashes with a quite dominant idea within the Global Fund 
that “we have no time for that because we have to save lives” (HQ-23). Lastly, the ‘light’ 
structure of the Global Fund, without country offices, is part of its core identity 
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(Brugha, 2005). However, the absence of country offices also has downsides as it limits 
participation in relevant forums such as health sector planning meetings or donor 
coordination groups, and hence limits knowledge of the local context.  
As it is unlikely that these factors and tensions will change, HSS seems a topic for “an 
ongoing and probably endless debate” (HQ-17). Nevertheless, EU donors can still 
successfully influence this endless debate, as became apparent in the discussions on 
the new funding model and new strategy which made HSS a more prominent priority. 
In order for this rhetorical commitment to translate into concrete funding and 
implementation, EU donors should also follow-up and influence the Fund’s activities at 
local level. For the moment, this does not seem to be happening for most EU donors 
as it depends on the commitment of individuals. Neither is there significant and 
institutionalized European coordination on this issue.  
Although we have attempted to create a balanced and comprehensive image of the 
role of EU donors in the Global Fund and the debate on HSS within it, based on a variety 
of empirical data sources, the exploratory nature of this research makes that we could 
not elaborate on all aspects. While addressing some limitations of this study, we 
therefore propose some suggestions for future research. First, the image of an 
overarching vision on HSS among all EU donors might have to be nuanced. While our 
data clearly show a general preference for HSS among all EU donors, which constitutes 
one of the major findings of this article, it has also been suggested that not all EU 
donors are as outspoken on this issue. For instance, while Germany and France have 
recently been very vocal on HSS, the UK appears to be less so (partly because of its 
focus on ‘value-for-money’), and some other EU donors might be situated somewhere 
in between. This issue, which will become all the more relevant in the context of Brexit, 
should be analyzed more deeply in future research. Moreover, although we have 
focused on the most relevant donors in terms of vision and budget, further research 
could analyze the remaining EU donors. Second, a closer look at the domestic politics 
and institutions within EU donor countries may also reveal different opinions on the 
Global Fund and HSS. For example, interviewees with experience in countries with 
fragile health systems seem to have more outspoken views on these issues than those 
who have only worked at headquarters level. How exactly divergent opinions within 
countries synthesize into aggregate country positions is beyond the scope of this 
article. Further research could therefore go beyond the general finding of a European 
preference for HSS and how this entails a love-and-hate relationship with the Global 
Fund, and zoom in on more nuanced differences between and within EU Member 




In this dissertation I aimed to research the European approach to international health 
assistance (IHA). More specifically, I investigated (1) the approaches of European 
donors towards IHA and (2) the extent to which there are similarities or differences 
between European donors in this regard. In addressing these research questions, I have 
contributed to the debates on health system strengthening (HSS) and on ‘European’ 
development cooperation. While the documents at headquarters level were discussed 
to provide the necessary background information and to illustrate the vagueness and 
ambiguity of European donors on HSS (chapter 2), the main focus of the research was 
situated at the partner country level. An original analytical framework was developed 
(chapter 3) and applied to European donors’ approaches in the health sector in the 
DRC, Ethiopia, Uganda and Mozambique (chapters 4-7). In addition, the relation 
between European donors and the Global Fund was investigated, particularly focusing 
on the European stance in the debate on Health System Strengthening in this 
organization (chapter 8).  
This final chapter draws general conclusions on European donors’ approaches to HSS 
in a development context. In part 9.1, answers will be provided to the main research 
questions. First, European donors’ approaches will be mapped by providing a summary 
of these within the analytical frameworks for the four partner countries. Second, I will 
elaborate on the findings with regard to the differences and similarities between 
European donors. While fully explaining these findings goes beyond the scope of this 
PhD, the holistic nature of the research and the rich empirical data allow me to point 
at some factors which help to better understand the European approaches towards 
IHA. Therefore part 9.2 will explore the explanatory value of a number of factors, 
clustered around partner-country-related, international-context-related, and donor-
related factors. In part 9.3, I will summarize the main contributions of this study, point 
at its limitations, and propose some avenues for further research. Lastly, in part 9.4 
some normative reflections will be made on the role of the EU as a whole in IHA.  
9.1 Main Findings 
In this section, answers will be provided to the main research questions. Part 9.1.1 
discusses the approaches of European donors, by providing a summary of the applied 
frameworks in the partner countries. Part 9.1.2 elaborates on the differences between 
European donors, by discussing four ‘types’ of donors. In part 9.1.3, I point out that – 
despite these differences – there are still overarching similarities among European 
donors’ approaches, especially when comparing them with the US. Nevertheless, this 
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trans-Atlantic divide should also be nuanced, as there seems to be an increasing level 
of convergence between the ‘European’ and ‘American’ approach.  
9.1.1 Diverse European donors’ approaches  
First, the approaches of the selected European donors were analysed by applying the 
analytical framework on their IHA in four partner country contexts. Figure 9-1 provides 
a summary of how the analytical framework that was designed for this purpose has 
been applied on European donors’ approaches in the four countries. The framework 
proved to be useful to give a fine-grained overview of the different approaches of 
European donors, going beyond the traditional ‘vertical versus horizontal’ distinction. 
In total, European donors’ approaches are spread among nine different approaches.  
From this analysis, two main conclusions can be drawn.  
First, individual donors’ approaches can differ geographically and temporally:  
 Differences between partner countries can be seen from the different colours in 
figure 9-1, which represent the four partner countries. While several donors were 
present in the health sector in two or more partner countries, this did not mean 
that they had exactly the same approach in all settings. For example, the UK was 
present in four partner countries and its approach has been classified differently in 
each country (semi-targeted and pragmatic in Uganda, hybrid and pragmatic in 
Mozambique, semi-comprehensive and pragmatic in the DRC, and semi-
comprehensive and state-supportive in Ethiopia).  
 Differences can also be observed over time, as can be seen from the arrows on the 
summarizing framework. While the approaches in the DRC and Ethiopia remained 
fairly stable, there has been a change in approach among some of the donors in 
Uganda and Mozambique over the past years. For example, the Dutch approach in 
Mozambique changed from hybrid and state-supportive to semi-targeted and 
pragmatic. 
Second, despite these geographic and temporal differences, certain patterns can be 
identified in the approaches of each individual European donors:  
 Some donors stay within the same ‘region’ of the framework and do not move 
much on the horizontal or vertical axes. As such, their position in the framework 
remains relatively stable. For instance, Belgium is typically situated at the bottom 
right of the framework.  
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 Some donors display a certain pattern in how they move within the framework. For 
instance, a number of countries have typically moved towards the upper left part 
of the framework.  
The identification of such patterns allows us to distinguish at least four ‘types’ of 
European donors, as will be elaborated in the next part. These four types either have 
the same ‘typical’ approach within the framework or move along the same patterns 
within the framework. 
Figure 9-1: General summary framework 
 




9.1.2 Four types of European donors  
Second, my research allows to draw conclusions on the differences and similarities 
between European donors. More specifically, the European donors whose IHA 
approaches have been analysed in this dissertation will be classified into four different 
types.  
However, before discussing these four types, I would like to comment on the 
generalizability of the research findings. In essence, all findings of this research are 
context-bound and only count for the empirical settings that were researched. 
Nevertheless, the comparison of donors’ approaches in different empirical settings and 
the triangulation of different data allowed me to at least point at some general 
tendencies in donors’ approaches. The extent to which the classification of types can 
be ‘generalized’ and the certainty with which it can be said that donors belong to the 
same type in other empirical settings depends on several factors.  
First, some donors were present in the health sector of three or four countries, 
allowing their approaches to be researched in several different contexts, while the 
approaches of other donors could only investigated in one or two countries. Second, 
the amount of empirical data differed significantly among donors. This already 
appeared in chapter 2, where it became clear that the amount of information provided 
in policy documents as well as the existence of (grey) literature and other sorts of data 
differed significantly among donors. Also at country level, there were large differences. 
While interviews were conducted with respondents from all donors, some interviews 
appeared to be more informative than others. In particular, some interviewees’ 
responses resonated more with the analytical framework and therefore provided more 
in depth and relevant information for the purpose of this study. Also the amount of 
policy documents as well as the depth of discussion within these policy documents 
varied. For example, the UK publishes a business case on each of its programs, in which 
all choices are thoroughly substantiated, while donors such as Italy and Spain do not 
publish such extensive policy documents. External perceptions (i.e. donors’ 
perceptions of each other or perceptions from the Ministry of Health or CSOs) were 
also considered to be an important source of data, but often respondents had more to 
say about the ‘bigger’ donors than about the smaller ones.  
Based on these considerations, I think it is safe to conclude that my positioning of the 
Belgian, EU, Flemish, Dutch, French and UK approaches and types are to a large extent 
generalizable to other Sub-Saharan African countries. Instead, it is more difficult to 
estimate the generalizability of the Irish, Swiss, Italian, Flemish, Danish and Spanish 
approaches and types.  
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Type 1: Belgium, the EU, Switzerland, Spain, Denmark and Flanders 
Belgium, the EU, Switzerland, Spain, Denmark and Flanders are classified as type 1, 
which can be referred to as ‘hardline health system strengtheners’. As can be seen in 
figure 9-2, these donors were classified as either semi-comprehensive and state-
supportive or comprehensive and state-supportive. The donors within this group 
seem to apply this approach regardless of the governance situation. This implies that 
even in a challenging governance situation, these donors endeavour to have a 
comprehensive focus and to have a rather high level of state involvement. In the 
following paragraphs I will discuss each of the donors separately.  
Figure 9-2: Summary framework ‘type 1’ donors 
 
The Belgian support for HSS was already clearly articulated within its policy documents 
at headquarters level, and got confirmed by looking into its approaches in the DRC and 
Uganda. In both countries Belgium had a (semi-)comprehensive approach, trying to 
improve the entire health system. While HIV/AIDS and SRHR are also mentioned as 
priorities within the policies at headquarters level, this was less prominent at country 
level. There was no particular attention for HIV/AIDS in the DRC nor in Uganda. 
Furthermore, Belgium was not perceived to be a very vocal or visible supporter of SRHR 
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in particular. In addition, both in Uganda and the DRC, the Belgian approach was state-
supportive. Despite the difficult country context in the DRC, the programs of BTC have 
aimed particularly to strengthen the state institutions at all levels of the health system. 
Furthermore, Belgium is one of the few donors that is using the Congolese system for 
procurement and distribution of medicines. In Uganda, Belgium has been a strong 
supporter of the SWAp and it was the last donor providing sector budget support. 
Importantly, even after suspending the health sector budget support, Belgium 
continued to closely collaborate with the Ministry of Health and its programs have 
been trying to improve the entire health system. Belgium has also been an active donor 
in donor coordination platforms: it has advocated for more aligned approaches in the 
GIBS in the DRC and endeavoured to create a new pooled funding arrangement in 
Uganda.  
Recently, however, the Belgian approach in the health sector has been internally 
contested. This became clear in the debate that followed on the decision to exit the 
health sector in the DRC in 2013. In the end, the decision on the exit was reversed, but 
as explained in the chapter on the DRC the debate on the Belgian approach continues. 
Also at headquarters level, there have been signs that the Belgian approach might 
move towards less state involvement and towards a more targeted focus on SRHR.  
The EU can also be considered to be a strong supporter of HSS. It also had a (semi-) 
comprehensive and state-supportive approach in two different partner countries. In 
the DRC, the EU had a very similar approach as Belgium, paying particular attention to 
institutional strengthening (mainly at local level) and being a very active advocate for 
the use of the national system for procurement and distribution of medicines. In 
Ethiopia, the EU is a quite recent donor in the health sector. While its initial support to 
the MDG PF was channeled through UNICEF, the EU was the first donor that initiated 
to switch to Sector Budget Support in the country. While this decision was not 
positively welcomed by the Ministry of Health, it is in principle the most aligned aid 
modality and entails a comprehensive focus as it is following the priorities of the 
country.  
In Mozambique, Switzerland played an important role in the development of 
PROSAUDE in the beginning of the millennium and more recently it also took the lead 
in the debates concerning the reform of PROSAUDE. Despite the difficulties concerning 
PROSAUDE as well as the deteriorated governance situation, Switzerland continued to 
have a comprehensive and government-oriented approach. According to a respondent 
in Mozambique, this comprehensive focus and close dialogue with the Ministry are 
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typical for the Swiss approach in other countries as well, but this could not be further 
analyzed in this dissertation.  
In Ethiopia, Spain was one of the earliest and strongest supporters of the MDG/SDG 
performance fund and it committed to provide the large majority of its funding through 
this channel. This implied a comprehensive and state-supportive approach. Due to the 
economic crisis, Spain’s general development assistance and health assistance has 
decreased tremendously, which has also been very apparent in its support to Ethiopia. 
Nevertheless, Spain continued to have a comprehensive and state-supportive 
approach, as its limited funding was channeled through the MDG/SDG PF and it 
remained an active donor in the policy dialogue with other donors and with the 
Ministry of Health. However, as the Spanish approach was only investigated in 
Ethiopia, it is not clear to what extent Spain is having a similar approach in other 
empirical contexts.  
While less outspoken than the other donors in the group, Flanders and Denmark can 
also be considered to be part of the hard-line HSS group. We discuss these donors 
together as they had a very similar approach in Mozambique, namely semi-
comprehensive and state-supportive. While both donors have focused on SRHR, they 
have aimed to make progress on this by strengthening the wider system. Both donors 
used to be strong supporters of PROSAUDE and they also invested in capacity-building 
and technical assistance to improve the systems. Flanders suspended their 
contribution to PROSAUDE II, but in the end decided to join the reformed PROSAUDE 
III, while complementing it with other programs. Denmark also joined the reformed 
PROSAUDE III, but will soon close down all its development cooperation in 
Mozambique. This exit was regretted by some respondents from other donor agencies, 
as they considered Denmark to be an important donor in the health sector, especially 
because of its relatively comprehensive and state-supportive approach, providing 
technical assistance and aiming to build a sustainable health system. Similarly, in 
Uganda, some respondents referred to the exit of Denmark from the health sector in 
this country (already in 2010, which is why I did not focus on it in my analysis). Here as 
well, Denmark seemed to have had a relatively comprehensive and state-supportive 
approach and proponents of HSS regretted that it decided to stop its support in the 
health sector.  
Type 2: the Netherlands, Sweden and the UK 
The second type of donors are the Netherlands, Sweden and the UK. As can be seen 
in the framework (figure 9-3), the approaches of these donors are in general more 
targeted and less state-supportive than the former type of donors. Furthermore, the 
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approaches of these donors have also changed over time in Uganda and 
Mozambique. Consequently, the approach of these donors can be considered to be 
‘flexible’ in the sense that the focus and level of state involvement is likely to change 
in light of the governance situation of the partner country. When there is a 
favourable context, this type of donors contributes to pooled funds or SBS, which 
implies a relatively comprehensive and state-supportive approach. However, in case 
the context is (or becomes) less favourable, these donors work through other 
partners such as NGOS and UN agencies that are often implementing more targeted 
programs. In the latter case, there is still a pragmatic level of state involvement, but 
it seems to be more important that results can be made on specific focus areas, such 
as SRHR or malaria.  
Figure 9-3: Summary framework ‘type 2’ donors 
 
The Netherlands and Sweden show a lot of similarities, as they both have an explicit 
focus on SRHR. In contrast to Flanders and Denmark, which were aiming to make 
progress on SRHR by strengthening the broader system and which had a relatively high 
level of state involvement, the Netherlands and Sweden aimed to make progress on 
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SRHR through a more targeted approach and with a more ‘flexible’ approach to state 
involvement.  
Following the reform of the Dutch development cooperation, the Netherlands has had 
an explicit focus on SRHR, which implied that the country decided to downsize its work 
on health more broadly. At country level, the focus on SRHR was very clear, as the 
Netherlands has been providing targeted support for SRHR channelled through NGOs 
or social marketing organizations in Mozambique and Ethiopia. However, these two 
countries seemed to be exceptions to the decision to focus on SRHR only, as in these 
countries, the Netherlands still continued to support the broader health system by 
funding the MDG/SDG PF and PROSAUDE respectively. In Ethiopia, the distribution 
between SRHR support through NGOs and broader support through the MDG/SDG PF 
was more or less equal. Hence, the Dutch approach here was classified as hybrid and 
pragmatic. In Mozambique, PROSAUDE used to be a relatively important part of the 
entire Dutch budget for health, resulting in a hybrid and state-supportive approach. 
However, following the corruption scandal in Mozambique, the Netherlands decided 
to stop funding PROSAUDE and its approach became semi-targeted and pragmatic. The 
Netherlands was attracted by the GFF, which has focused more specifically on SRHR 
and was perceived to have a more pragmatic interpretation of state involvement than 
is the case for PROSAUDE. Consequently, this is more in line with the Dutch 
headquarters policy. In Uganda, the approach of the Netherlands was semi-targeted 
and semi-parallel. SRHR has not been a key priority of the Dutch embassy in Uganda, 
but this area was nevertheless covered by funding from the central level to several 
SRHR initiatives.  
Sweden was active in Uganda and the DRC, and in both countries its approach seemed 
to be linked to the governance situation. In Uganda, Sweden used to be an important 
supporter of the SWAp, providing the majority of its funding through SBS. Sweden paid 
particular attention to SRHR in the policy dialogue and it also funded smaller, 
complementary projects focused on SRHR. But overall it aimed to make progress on 
SRHR through a semi-comprehensive and state-supportive approach. However, in 
2011 Sweden did not continue the SBS and it was decided to only work through 
projects with a more targeted focus on SRHR, implemented by UNFPA, UNICEF, the 
World Bank and CSOs. Similarly, in the DRC, Sweden linked its restraint from direct 
collaboration with the state to the governance situation. Consequently, the Swedish 
support was primarily channelled through UNICEF and UNFPA. By working through 
these agencies, there was a hybrid focus and a pragmatic level of state involvement. 
268 
 
Also the UK can be considered to be a ‘flexible’ type of donor. In chapter 2 it was 
already discussed that there was critique on DFID for undermining its reputation as a 
promoter of HSS. The country chapters showed that the UK is not a hard-line supporter 
of HSS, as its approach is not always as comprehensive and as state-supportive 
approach as some other donors. Unlike the EU and Belgium, the UK programs seem to 
depend for a large extent on the governance situation within a country. If the 
governance situation allows for it, the UK applies a comprehensive focus and there is 
a high level of state involvement. In Ethiopia, the UK has always been a strong 
supporter and important funder of the MDG/SDG PF, which implied a semi-
comprehensive and state-supportive approach. Similarly, the UK also used to have a 
semi-comprehensive and state-supportive approach in Uganda and Mozambique, 
providing the majority of its support through SBS and PROSAUDE respectively.  
However, the research showed that the UK’s support for HSS seems to depend largely 
on the governance situation in the partner country, as it had a lower level of state 
involvement in the DRC and changed its focus and level of state involvement in 
Mozambique and Uganda. In the DRC, the UK had a program that supports the broader 
health system and in the policy-documents on this program, the importance of 
institutional strengthening was stressed. However, the UK appeared to react 
differently from Belgium and the EU when dealing with the trade-offs between 
strengthening systems to achieve longer-term change on the one hand and attaining 
immediate results and improve access to health services on the other hand. The 
importance of achieving results seemed to be more fundamental for the UK than for 
Belgium and the EU, as was illustrated with the UK’s ‘middle position’ in the debate on 
the procurement and distribution of medicines. Furthermore, while the support for the 
MDG/SDG PF in Ethiopia continued over the years, the worsened governance situation 
in Mozambique and Uganda made that the UK changed its approach in these countries. 
The UK decided to stop the SBS in Uganda and with its support for PROSAUDE in 
Mozambique. The remaining programs of the UK in these countries have been 
implemented through UN agencies or international NGOs and have had a stronger 
focus on specific themes, such as malaria, family planning and mother and child health.  
Type 3: Ireland and Italy 
Ireland and Italy can be considered a third type of donors. In general, these donors 
seem to have a less cohesive and consistent approach than the former two groups. 
They tend to be more state-supportive than the flexible group but they have a less 
profound approach on it than the hardliners. Furthermore, the group cannot be 
characterized by a stable focus, as donors are sometimes more issue-specific (cf. 
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flexible group) and sometimes more comprehensive (cf. hardliners). While the 
differences in approaches of the type 2 donors seem to be linked mainly to the 
governance situation of the partner country, the variety of approaches of type 3 
donors seems to be due to a preference for specific projects or programs negotiated 
in the partner country. Consequently, type 3 donors’ overall vision on health 
assistance is less clear than is the case for the former two types.  
Figure 9-4: Summary framework ‘type 3’ donors 
Ireland’s level of state involvement differed in the three countries where it was active 
in the health sector. The level of state involvement in Ethiopia was state-supportive. 
Ireland provided funding to the MDG/SDG PF in addition to regional support through 
regional bureaus and NGOs and at both central and regional levels there was a close 
collaboration with the state institutions. In Mozambique, Ireland provided the large 
majority of their funding through PROSAUDE and through governmental support to 
two provinces. Here, their approach could be considered to be state-entrusting, and 
some respondents from other donor agencies even perceived the Irish as too flexible 
towards the government. In Uganda, Ireland used to have a state-supportive approach 
as it was closely collaborating with the Uganda AIDS Commission and it contributed to 
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pooled funding arrangement. More recently, however, the Irish approach could be 
considered to be more pragmatic, as the HIV/AIDS funding has now been channeled 
through UNAIDS and CSOs. Compared to a donor like Belgium in Uganda, the Irish 
approach can thus be considered as less state-supportive. Nevertheless, Ireland still 
pays a lot of attention to enhancing coordination in the HIV/AIDS sub-sector and 
closely collaborates with the Ministry of Health.  
When it comes to the focus, Ireland had a semi-comprehensive focus in Ethiopia and 
Mozambique and a semi-targeted focus in Uganda. In Ethiopia, the policy documents 
mentioned a specific focus on maternal and child health, but the majority of the Irish 
funding has been going to the MDG/SDG PF, which implies a comprehensive focus. In 
Mozambique, the support through PROSAUDE and the provincial support implied a 
comprehensive focus, but Ireland also had an additional focus on HIV/AIDS through a 
partnership with the Clinton Health Access Foundation. In Uganda, the focus was semi-
targeted, as there was a very specific focus on HIV/AIDS, while the broader system was 
nevertheless taken into account. Given the substantial difference in focus between 
Ethiopia and Mozambique on the one hand and Mozambique on the other hand, it is 
less clear how to define the Irish focus. It seems that Ireland has a more loosely defined 
general vision on health assistance: its approaches are influenced to a large extent by 
the specific situation in the partner country. Ireland stresses both HSS and HIV/AIDS in 
its policy documents at headquarters level. Consequently, in Uganda it continued to 
focus specifically on HIV/AIDS because almost no other bilateral donors were active in 
this domain, while in the other countries it was decided to have a broader focus. 
The Italian level of state involvement in the three countries where it was active was 
state-supportive or pragmatic. Italy had a state-supportive approach in Ethiopia, as it 
combined support for the MDG/SDG PF with additional programs which were 
nevertheless implemented in collaboration with the Ministry of Health and Regional 
Health Bureaus. In Mozambique, Italy’s approach changed from state-supportive to 
pragmatic. It used to combine support for PROSAUDE with programs which were 
‘government-executed’. While the support for PROSAUDE continued, additional 
programs were launched which would be executed by UN agencies and NGOs. In 
Uganda, Italy’s approach could be considered to be pragmatic. The donor never 
contributed to the sector budget support. It has had its own projects which were 
developed and partly implemented by the Ministry. By looking at the Italian 
involvement in these three partner countries, the Italian approach to state 
involvement seemed to be rather ambiguous. This is mainly because there seemed to 
be a peculiar preference to collaborate with the Ministry of Health, but rather through 
single-donor programs than through contributing to donor-wide pooled funds. Despite 
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the contributions to PROSAUDE and to the MDG/SDG PF, this always involved a 
relatively small part of their budget and Italy preferred to do ‘its own thing’. 
Nevertheless, within the Italian programs, there seemed to be a general preference to 
work in close collaboration with the Ministry of Health and/or the provincial health 
authorities for the development and even implementation of the programs. Yet, it is 
unsure whether this is characteristic for the Italian cooperation, as the new programs 
in Mozambique are executed by UN agencies and NGOs and as it remains to be seen 
how the new Italian programs in Uganda will be executed.  
When it comes to the focus, there also seemed to be quite some variety. In Ethiopia, 
the Italian focus could be considered semi-comprehensive, given the comprehensive 
funding to the MDG/SDG PF and additional programs which were focusing on certain 
parts of the health system. In Mozambique, the focus of the Italian programs changed 
from semi-comprehensive to hybrid, given the combination of comprehensive 
PROSAUDE funding and newly introduced programs with a more targeted focus on 
certain issues (including child marriage, tobacco taxation and prevention of mother-to-
child transmission). In Uganda, the focus could also be considered as hybrid as the 
programs were mainly focusing on infrastructure and equipment of hospitals. Overall, 
given the nature of the Italian collaboration, it mainly concerned stand-alone projects 
with a rather ad-hoc focus which is linked to the broader system but nevertheless 
earmarked for certain issues.  
Lastly, it can be said that the Italian approach seemed to be depending a lot on the 
specific programs implemented at the time of the field visit as well as on the individuals 
working at the delegation. Consequently, a general vision on health assistance seemed 
to be lacking. This might be due to the recent reform of the Italian Cooperation in 2014. 
In the three countries where Italy was active, respondents referred to the changes 
happening at headquarters level, which implied that it was not entirely clear yet what 
the future guidelines would be.  
In sum, both Ireland and Italy share a relatively high level of state involvement (though 
less pronounced than ‘the hardliners’) and have a less clearly defined focus. Despite 
these similarities however, these countries did not necessarily have the same 
approaches in partner countries. When comparing Italy and Ireland in the same partner 
countries, their approaches were the same in Ethiopia, almost the same in Uganda, but 





Type 4: France 
France does not belong to any of the former types, as it is has a very particular stance 
when it comes to HSS. France is an important donor to the Global Fund and GAVI and 
has decided to complement its financial presence with an active presence in the 
policy dialogue in these organizations, both at the level of the board and at the level 
of partner countries. Within this policy dialogue, France seems to be advocating for 
a more comprehensive focus and a higher level of state involvement. As can be seen 
in the framework (figure 9-5), the French approach was only investigated in the DRC. 
However, the empirical data on the engagement of France in the Global Fund as well 
as policy documents at headquarters level and existing (grey) literature proved to be 
relevant additional data to substantiate the findings.  
Figure 9-5: Summary framework ‘type 4’ donors 
 
Already in the background chapter, it was stated that France has given priority to 
funding Global Health Initiatives since the beginning of the 2000s. Some actors have 
claimed that this has come at the expense of the French support to health systems 
(Action Santé Mondiale & Oxfam France, 2016; Kerouedan et al., 2011). However, 
France has tried to reconcile the tension between funding Global Health Initiatives on 
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the one hand and advocating for HSS on the other hand, by supporting the idea of using 
multilateral vertical programs to strengthen health systems. The French Global Health 
Strategy specifically mentions that it wants to “strengthen health systems while 
fighting diseases” and the strategy even explicitly refers to the opportunity to advocate 
for “a more horizontal approach to strengthening health systems” in the boards of 
multilateral organizations. 
The empirical evidence on the French involvement in the DRC and its relation with the 
Global Fund confirmed this particular stance. France did not have a big bilateral 
program in the health sector of the DRC, but was mainly active by influencing and 
following-up the activities of the Global Fund and GAVI. While these Global Health 
Initiatives were perceived to have a rather targeted and parallel approach, France was 
advocating to take into account the wider system, and to collaborate more with the 
government and through the existing structures. In the article on the Global Fund, 
France seemed to be one of the most vocal actors when it comes to advocating for 
more HSS in the Global Fund. When the new strategy for the Global Fund for 2017-
2020 was being developed, France wrote a non-paper on HSS together with Germany, 
advocating to integrate it as an integral part of the Global Fund’s strategy and activities.  
However, despite the efforts to ‘horizontalize’ the Global Fund, the fact that France 
contributes the large majority of its funding through these funds shows that its 
approach on HSS remains rather ambiguous. Also in the DRC, France seemed to have a 
less profound viewpoint on discussions on HSS than Belgium and the EU.  
9.1.3 European ‘unity in diversity’? 
The above-mentioned findings show that there is quite some diversity among 
European donors’ approaches on IHA. Nevertheless, despite these differences at the 
specific level, the research also revealed that there is still a certain degree of ‘unity’ 
among European donors at a more general level. This was clearly evidenced in the 
analysis of European approaches in the partner countries. Regardless of the capacity 
or leadership of the state, European donors in general had a rather comprehensive 
focus and a relatively high level of state involvement. In Ethiopia, Uganda and 
Mozambique, European donors were the earliest and most generous supporters of 
respectively the MDG/SDG PF, the health SBS and PROSAUDE. In the fragile and 
challenging context of the DRC, European donors acknowledged the importance of 
making use of the system as much as possible, which was manifested most clearly in 
the debate on the procurement and distribution of medicines.  
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These similarities were even more evident when comparing the European donors with 
the US, which is the most important donor in IHA. Respondents often stressed the 
similarities between European donors by contrasting the European approaches with 
those of the US and Global Health Initiatives. In all four countries, when talking with 
respondents who have been involved in the health sector for several years already, 
European donors were generally considered to be working more in partnership with 
the government, while the US was perceived to work through parallel structures, 
focusing on specific priorities. While not investigating the US approach in depth, these 
perceptions were also confirmed with factual information. For example, the US did not 
participate in any of the pooled funding arrangements, which would involve a closer 
relationship with state institutions. In addition, in the DRC, the US shared the opinion 
with the Global Fund and GAVI that the health system had to be built first before it can 
be used. Consequently, these donors did not want to make use of the national system 
for procurement and distribution of medicines.  
Based on these perceptions and factual information on the US involvement in all four 
countries, the general approach of the US can be considered to be semi-targeted and 
semi-parallel. Compared to the US, all European donors’ approaches are thus located 
more towards the right and bottom side of the framework. Consequently, while 
nuancing the existence of an ‘European’ approach and making a more fine-grained 
analysis of the differences between European donors, this research also confirms that 
the transatlantic divide which has been discussed earlier in literature (Storeng, 2014) 
does exist at a more general level.  
This relative unity among European donors and its distinctiveness in relation to the US 
were also prominently discussed in my research on European donors’ approaches 
towards the Global Fund. The article clearly showed the varying approaches on HSS 
between the European donors and the US. Already in the initial stages of the Global 
Fund’s establishment and development, there seemed to be different opinions on the 
matter. But since the Global Fund was thought to provide ‘complementary’ support on 
top of bilateral funding through the SWAps, this was not considered to be problematic 
at that time. However, over the years, the Global Fund became a more powerful 
organization and its targeted and parallel approach increasingly got criticized. As the 
Global Fund appeared to have negative effects on countries’ health systems which 
European donors themselves have tried to build and strengthen, European donors 
have increasingly tried to ‘horizontalize’ the Global Fund. The US on the other hand has 
never been a strong advocate of broadening the approach of the Global Fund.  
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However, this transatlantic divide also needs to be nuanced. Not only are there 
significant differences between European donors’ specific approaches, as indicated 
above, but also at a more general level and over time some degree of ‘convergence’ 
can be noticed between the approaches at both sides of the Atlantic Ocean. On the 
one hand, European donors seem to have become less profound supporters of HSS in 
recent years. While European donors’ approaches on IHA can all be considered to have 
a more comprehensive focus and a higher level of state involvement than the approach 
of the US, it has already been clarified that some European donors are more ‘flexible’ 
and have moved away from HSS oriented approaches. Importantly, even within the so-
called ‘hardliners’ there are indications that HSS is increasingly contested (e.g. in 
Belgium). The research on the Global Fund also suggested that HSS may perhaps not 
be as important a political priority for European donors as often thought/pretended. 
European donors have played an important role in launching the Global Fund and have 
provided continuous support for the organization, even though it remains 
questionable whether the proclaimed efforts to horizontalize the institution can be 
successful. For the moment, numerous challenges remain at local level and much 
seems to depend on individuals’ commitment. On the other hand, the US seemed to 
have started to open up its approach a bit towards HSS. In all of the partner countries, 
respondents of the US mentioned that there has been a gradual shift towards a more 
comprehensive focus and a higher level of state involvement over the years. While this 
was the case in all countries, this shift has been the most evident in Ethiopia, where 
the US – which normally does not contribute to joint funding arrangements – has even 
been considering to join the MDG/SDG PF. At the same time, the recent, progressive 
move of the Global Fund towards more HSS at headquarters also implies that the US 
(which is a very important donor of the Global Fund) has also agreed upon a (limited) 
broadening of the approach.  
9.2 Towards an understanding of the findings 
The above-mentioned findings related to the main research questions. This 
dissertation provided an in depth analysis of European donors’ approaches, 
differences and similarities but, as mentioned in the introduction, an in depth 
explanation goes beyond the scope of this research. To fully explain the findings, one 
should have to investigate the complex interaction between several variables that are 
connected within a larger theoretical framework, which did not appear feasible in the 
light of a four-year research project on a relatively unexplored research topic. 
Nevertheless, the insights obtained throughout my research have allowed me to gain 
a better understanding of why European donors have applied certain approaches in 
IHA, why similarities and differences have emerged, and how this has evolved over 
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time. Three relevant factors will be discussed in this section, which constitutes a first 
step towards explaining the findings.  
I will briefly discuss three major factors that contribute (albeit to different extents) to 
better understanding the (evolving) approaches, differences and similarities between 
European donors. First, I will point at the importance of partner country-related factors 
by highlighting in particular the impact of the governance situation. Second, I refer to 
the international context and the changing ideas on development and international 
health assistance. While these two factors certainly help to understand why the 
preference for HSS among European donors is rather fragile and ambiguous, they fail 
to explain the particular differences between European donors. Consequently, I 
suggest that one also needs to investigate the donor-related factors which influence 
European donors’ approaches.  
9.2.1 Partner-country-related factors 
Respondents often referred to the governance situation in the partner country when 
discussing (certain changes in) European donors’ approaches. For example, in 
Mozambique a respondent very clearly expressed that “it is true that European 
countries changed their approaches in Mozambique, but not because of European 
countries themselves, because the environment in Mozambique” (MOZ-22). Within the 
discussion of the ‘type 2’ European donors, the governance situation was mentioned 
already as an important factor to understand changes in certain donors’ approaches.  
For sure, the governance situation plays a role, as it enables or constrains donors in 
defining their IHA approach in the specific country. Within this research, the DRC and 
Ethiopia could be considered to be two ‘extremes’ when it comes to the governance 
situation. In the DRC, the fragile context and the low level of trust in the Congolese 
government and structures made that none of the donors wanted to contribute to 
pooled funding arrangements. In Ethiopia on the other hand, the leadership of the 
Ministry of Health made that a relatively good relation of trust existed and that 
European donors have been contributing to the pooled SDG performance fund. 
Consequently, it might have been ‘easier’ for donors in Ethiopia to have an approach 
involving a relatively comprehensive focus and a high level of state involvement than 
it was for donors in the DRC. This contrast can also be illustrated by looking at the 
governance indicators. As can be seen in annex 1e, the DRC scored low on all 
governance indicators in 2016 and little progress has been made over the past decade. 
In contrast, Ethiopia scored relatively well on the ‘control of corruption’ and ‘the rule 
of law’ in 2016, and progress was made on both fields since 2011. Nevertheless, the 
country scored badly on the indicators ‘voice and accountability’ and ‘political stability 
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and absence of violence’, which illustrates that donors do not pay equal importance to 
the different aspects of good governance.  
The governance situation of Mozambique and Uganda can be considered to be 
somewhere between these two extremes. Both settings clearly show that a changing 
governance situation – quite logically – also implied changes in donors’ approaches. In 
both Mozambique and Uganda, there used to be a relatively high level of trust between 
donors and the government. Annex 1e also shows that in 2006 and 2011, Mozambique 
and Uganda scored relatively well on the governance indicators. Consequently, donors 
were contributing to the health sector through respectively the pooled fund 
PROSAUDE and SBS. However, over the years, the governance situation deteriorated. 
In Mozambique, all government indicators worsened substantially between 2011 and 
2016 (annex 1e). In the health sector in particular, PROSAUDE encountered more 
problems over the years. On top of the failed transition to SBS, donors expressed 
concerns about the lack of progress on decentralizing the health system and the 
absence of a strong policy on human resources for health. More in general, there were 
also increasing worries about the poor public finance management. In Uganda, most 
governance indicators remained relatively stable but ‘voice and accountability’ and 
‘control of corruption’ showed a decrease between 2011 and 2016 (annex 1e). Also 
within the policy documents and interviews, increasing concerns about corruption 
were mentioned as one of the main reasons to stop providing (sector) budget support. 
In addition, donors were disappointed by the de-prioritization of health by the 
Ugandan government. Several respondents also referred to the ‘verticalized’ 
organization within the administration of the Ministry of Health, which was inherited 
from the colonial period and exacerbated because of disease-specific donor-funding. 
As the Ministry of Health itself was organized in vertical silos, donors that wanted to 
support the entire health system encountered difficulties finding a valid counterpart in 
the MOH. In a context in which donors have already been struggling for years, the 
occurrence of certain scandals became the decisive moment for donors to change their 
approaches. In Uganda, there was the extensive corruption scandal at the Office of the 
Prime Minister as well as the deal of the Ugandan government with Trinidad and 
Tobago to send Ugandan doctors in exchange for expertise in oil. In Mozambique, the 
hidden debt crisis became the crucial turning point for donors to (temporarily) stop the 
direct funding to the government and rethink their approaches.  
Nevertheless, while the governance context can partly explain certain changes in the 
donors’ approaches, two critical remarks should be made. First, it can be consider a 
rather ‘easy’ excuse for donors to entirely blame the government for the failures of the 
pooled fund arrangements. As mentioned by one of the respondents in Mozambique, 
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HSS also implies that donors provide technical assistance and build capacity in the 
country. According to this respondent, donors have used too much of a ‘hands-off’ 
mentality, paying too little attention to institutional capacity-building.  
“You see with this pooled fund, the issue is, you cannot put the money in a system that is known 
as a weak system without doing anything else, like putting technical assistance. Of course you 
need also extra controls in a system that is weak, this is understandable. I mean all those things, 
I think were not done, because they were saying ‘Paris declaration’. So yes, but Paris 
Declaration is to support the country to strengthen the national system, not just to throw the 
money and see whatever the country is doing.” (MOZ-27) 
This ‘hands-off’ mentality is also linked with the institutional capacity of donors. During 
the field work, several respondents stressed the limited institutional capacity of the 
local delegation, which made it challenging to follow-up all the meetings of donor 
coordination groups and to be actively involved in the policy dialogue on the pooled 
fund. Consequently, it therefore appeared to be attractive to work through other 
partners such as the UN or large international NGOs, which are capable of managing 
big programs and which understand the expectations of donors. As stated by one of 
the respondents, these organizations “understand the way we work and what we want 
in terms of delivery, so for us it makes life a lot easier and it is a lot less work” (MOZ-
10). The preference to work through UN agencies or large NGOs also links with the 
increased importance of achieving quick results and value-for-money, which will be 
discussed in the section 9.2.2.  
Second, the country chapters very clearly showed that not all donors behaved or 
reacted the same way in a partner country. In the fragile context of the DRC, the EU 
and Belgium were having a more comprehensive and state-supportive approach than 
other donors. In Uganda, Belgium continued to provide SBS longer than other donors 
and even after its SBS was suspended Belgium continued to have a high level of state 
involvement, unlike the other donors. In Mozambique, most European donors 
continued funding PROSAUDE while the UK and the Netherlands decided to stop. Also 
in Ethiopia, donors differed in the way they stressed certain priorities or in the relative 
importance they attached to the MDG/SDG PF versus other modalities. Consequently, 
while certainly impacting on donors’ approaches, the governance situation cannot 
explain the differences between them. These differences relate more to domestic 
factors, which are discussed in 9.2.3.  
9.2.2 International context factors 
A closer look at the changes in international thinking on development in general and 
international health assistance and the way European donors have reacted to these 
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can also help to understand the similarities of European donors’ approaches, as well 
as the shift in approaches of (certain) European donors.  
In the 1990s and early 2000s, the international development community paid 
increased attention to ownership, harmonization and alignment, which was 
manifested through the development of the SWAps and the contributions to pooled 
funds and (sector) budget support. In 2005, this led to the adoption of the Paris 
Declaration, which was the first formal agreement between donors and partner 
countries to improve coordination and ownership and align aid to the national 
development strategies. In the health sector in particular, the International Health 
Partnership was launched in 2007 and aimed to put the Paris Declaration into practice 
by advocating for ‘one plan, one budget and one report’.  
European donors attached great importance to the Paris Declaration and soon became 
frontrunners in the aid effectiveness agenda (Carbone, 2007). The European Consensus 
on Development stated that the EU would take a lead role in implementing the Paris 
principles, and even showed the ambition to do better than the internationally agreed 
targets (European Parliament et al., 2005). For example, unlike other OECD/DAC 
donors such the United States and Japan, European donors have been strong 
supporters of the use of budget support (Koch et al., 2017). As mentioned before, 
European donors have also attached great importance to principles of the 
International Health Partnership. This common preference for the aid effectiveness 
agenda has also facilitated a certain level of unity among European donors’ approaches 
in IHA. As was discussed in the dissertation, European donors were the earliest 
supporters of the pooled funds and SBS in Ethiopia, Uganda and Mozambique, 
profoundly stressing the importance of ownership, harmonization and alignment.  
By the end of the 2000s, however, the international support for ownership, alignment 
and harmonization started to wane and increasingly got ousted by a strong focus on 
value-for-money and quick results that can directly be attributed to individual donor 
activities and which can be easily communicated to the public (Koch et al., 2017). This 
tendency has very clearly manifested in the health sector. To justify the effectiveness 
and efficiency of donors’ interventions and prove the value-for-money, practices in 
health are being measured and evaluated using quantitative indicators such as the 
amount of bed nets provided, the amount of people vaccinated, and – ultimately – ‘the 
amount of lives saved’ (Kerouedan, 2015; McCoy et al., 2013). Literature has mainly 
focused on new actors such as the Global Fund, GAVI and the Bill and Melinda Gates 
Foundation, which are considered to have embodied this rather technical, corporate 
vision on development, in which health problems in developing countries are mainly 
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seen to be the consequence of a lack of money and technologies (Birn, 2005; 
Kerouedan et al., 2011; Roalkvam & McNeill, 2016; Storeng, 2014; Sundby, 2014). Over 
the years –and especially after the Ebola outbreak – these actors have also focused on 
HSS, but this is being done in a rather instrumental, a-political way, considering the 
health system as a technological apparatus whose implementation and management 
structures need to be improved with little attention for the economic, social and 
political context (Storeng et al., in press.; Van Olmen et al., 2012). It differs from a more 
political approach in which the health system is considered to be a ‘core social 
institution’, requiring more complex forms of policy action and taking into account the 
broader political and social context. 
European donors have not been immune to this international tendency to prioritize 
value-for-money and quick results. For example, existing literature has already pointed 
at the significantly reduced support for general budget support among EU Member 
States, as “direct and attributable development outcomes seem to provide higher 
‘private’ benefits for European donors than development outcomes provided through 
GBS that aim at systemic effects” (Koch et al., 2017). This research showed that these 
tendencies have also manifested in the approaches of European donors in the health 
sector in particular. Especially in Uganda and Mozambique, donors seemed to have lost 
faith in the principles of ownership, harmonization and alignment, given the waning 
support for the Ugandan SWAp and SBS, and the Mozambican PROSAUDE. While this 
can be partly attributed to a deteriorating governance situation (supra), donor-related 
factors were also at play. Several respondents were referring to the fact that their 
headquarters increasingly focused on results and accountability. These factors used to 
be the main reason why the US has never been able to join any forms of pooled 
funding, as “the Congress wants results” (UG-7). But over the past years, European 
donors also seemed to attach more relevance to this, which has pushed the principles 
of ownership, harmonization and alignment more to the background.  
Nevertheless, this tendency to focus less on the latter principles and more on value-
for-money and quick results appeared to be more apparent for certain European 
donors than for others. In particular, the second type of donors (the UK, Sweden and 
the Netherlands) seems to pay a lot of attention to value-for-money and quick results, 
which sometimes tends to overrule principles of ownership, harmonization and 
alignment. For the first type of donors, this has seemed to play a rather limited role, 
and the donors of type three and four can be considered to be somewhere in between. 
The quotes below illustrate these findings. To understand these differences, it is 
important to look into donor-related factors.  
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“If you see in practical terms, the vertical approach is more common in Uganda, because it is 
the one that gets the results. So I put money in this, I can demonstrate in immunization there 
is an increase in coverage. So if you do system strengthening, it is difficult to demonstrate. 
Belgium I feel that it doesn’t link very much the money donated to the results. It is not by chance 
that it was the last donor giving BS.” (UG-11) 
“So my opinion is that you wouldn't sell any input-based to the Netherlands, because they want 
to see results. And they want to see results in the time of their development agreement. So they 
don't want to see results in 20 years, they want to see results in three years. […] So the way the 
WB is able to sell this GFF is because payments are based on performance.” (MOZ-5) 
“The context in the UK had changed, so there was less tolerance for approaches that weren’t 
very transparent about how the money was going to be used, and the common fund wasn't 
very transparent. So we couldn't really link the results that we were seeing to our funding. It 
was difficult to attribute. Eum, and it was really difficult to see if our funding was having any 
additional benefits, the value-for-money of our approach. Eum, and given the increased 
scrutiny that the aid budget has had, or was having in the UK, we felt that this was not the best 
way to continue in the sector” (MOZ-10) 
9.2.3 Donor-related factors  
The above-mentioned factors can help to understand why the preference for HSS 
among European donors is more fragile than often thought. Due to the difficult 
governance situations (9.2.1) as well as the increased focus on value-for-money and 
quick results (9.2.2), it is challenging for European donors to have a comprehensive 
approach and to have a high level of state involvement. However, as these factors can 
impact on all donors, it still remains unclear why certain European donors’ approaches 
seem to be influenced more than others by the situation in the partner country and 
the international tendency to focus more on value-for-money and quick results. To 
better understand this finding, one needs to look closer to the domestic factors of 
European donors that differ between them and can explain the different approaches 
on HSS. These factors can include (changes in) the composition of national 
governments, the (lack of) room of maneuver for local delegations, the institutional 
organization of development policy (and of social and health policy), the power of 
national parliaments and civil society organizations, economic and foreign policy 
interests etc. The investigation of these domestic factors went beyond the scope of 
this research and will need to be subject to further research. However, based on this 
research I can shortly elaborate on some domestic factors which are at play in Belgium 
(see also annex 3b) and on the role of individuals.  
Being a small country, Belgium has specialized in certain niches in its development 
cooperation, and health is certainly one of these. Belgium has a strong tradition in 
international health, rooted in its colonial history in the DRC. There is also a lot of 
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expertise, most notably in the Antwerp Institute for Tropical Medicine. In addition, 
such expertise on international health can also be found in other academic institutions, 
the public administration and several NGOs. There seems to be a longstanding 
consensus between all Belgian actors in international health on the need for HSS and 
what we called the type1 ‘hardline’ approach (9.1.2). Some respondents referred to 
the existence of a ‘Belgian school’ that is characterised by a strong focus on primary 
healthcare and the development and strengthening of referral district health systems. 
The Belgian vision was summarized in 2001 in the ‘Healthcare for all’ declaration, which 
was endorsed during a conference in 2001 by the Belgian government - as president of 
the EU Council – and the Antwerp Institute for Tropical Medicine. The declaration 
referred to the Alma Ata declaration and called on the international society to 
recognize healthcare for all as a human right, to acknowledge the multi-sectoral 
approach towards health, and to reorient the focus of specific disease control 
programs towards health systems strengthening (Antwerp Institute for Tropical 
Medicine, 2001). All Belgian actors in international health are also grouped into the 
platform Be-cause health, which refers to the ‘Healthcare for all’ declaration as its main 
vision (Be-cause health, n.d.). The platform has an important impact on policy-making, 
for example in case of the development of health sector strategies. The close 
collaboration between and like-mindedness among several Belgian actors might 
explain the Belgian position as being a hardline health system strengthener, regardless 
of a challenging governance situation or international trends to focus more on value-
for-money and results. Nevertheless, very recently, the Belgian approach also seemed 
to be challenged and internally contested, as was explained in chapters 2 and 3 already. 
This might have been due to the deteriorating situation in the DRC or to the 
international trend to focus more on results. But this might also have been influenced 
by domestic factors such as the change in government and party politics, as the new 
Minister of Development Cooperation is from the (Flemish) liberal party.  
In terms of domestic factors, several respondents referred to the importance of 
individuals. In all partner countries, several respondents claimed that a lot depends on 
the individuals that are working for the donor agencies. It was claimed that certain 
dedicated individuals can have an enabling influence on HSS. In particular, certain 
individuals working for the EU and UK delegation in the DRC and the Swiss delegation 
in Mozambique were mentioned to have played a very important role. However, while 
certain dedicated individuals might be able to play an important role during a certain 
period in time and in specific dossiers, their overall impact should be nuanced. Not only 
are individuals constantly coming and going, they are also often constrained by the 
expectations from headquarters level. A respondent in the DRC metaphorically 
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referred to this, by stating that “ce sont des enormes bateaus et c'est pas une seule 
personne qui peut changer complètement la direction de prende bateau” (DRC-33). 
Furthermore, individuals were also sometimes thought to have an important impact in 
a rather negative way, in case they are making decisions without having the necessary 
technical expertise and/or local knowledge. Particularly in Mozambique, several 
respondents expressed frustrations with regards to the lack of technical knowledge 
and experience of individuals working for aid agencies and the problematic tendency 
to hire diplomats without a health-related background. The preferred profile of the 
people working at the local delegation again links to choices which are made at 
headquarters level.  
9.3 Main contributions, limitations and avenues for further research  
This research aimed to build on and contribute to the field of EU-Studies and the field 
of International Health (see part 1.1). In the next part, I will highlight in what ways this 
thesis has contributed to these fields. Thereafter, I will address some limitations of the 
research, which leads to suggestions for further research.  
9.3.1 Main contributions 
This research has been one of the first studies that bridged insights from the field of 
EU-Studies with the field of International Health. I offered an empirical contribution to 
both fields by thoroughly investigating and comparing the IHA approach of several 
European donors. In doing so, I contributed to the limited literature on comparative 
analysis of European development policies. While most literature on EU development 
cooperation refers to rather stereotypical and outdated typologies of member states 
(e.g. North vs South, old versus new), my research is the first to identify four groups of 
EU donors based on in depth empirical research. Furthermore, this research also adds 
insights to the debate on (EU) aid effectiveness, by nuancing the importance that 
European donors attach to principles such as ownership and alignment. In addition, 
the in-depth analysis also contributed to the literature on IHA approaches, which has 
thus far not focused in depth on European donors. This is particularly relevant as the 
EU as a whole is responsible for about a quarter of DAH. Lastly, the research went 
beyond the policy documents at headquarters level, by analyzing how policies are 
translated in concrete IHA policies in developing countries and in the policy dialogue 
with the Global Fund. 
Throughout the empirical research, I also made an important analytical contribution, 
as I developed a new framework to analyze donors’ IHA approaches, which consists of 
two continuums being the focus of IHA and the state involvement. Through the 
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development of this framework, it was aimed to add more clarity and nuance to the 
debate on IHA approaches, which often used to be framed as a simple dichotomy 
between either vertical or horizontal approaches. The application of the framework 
confirmed the relevance of the two separate continuums. The fact that not all the 
donors’ approaches were classified in the diagonal from the upper left corner to the 
bottom right corner (see figure 9-1) illustrates that there is no one-to-one relationship. 
For example, Ireland used to combine a state-supportive approach with a semi-
targeted focus in Uganda and the UK combines a pragmatic approach with a semi-
comprehensive approach in the DRC. Nevertheless, the application of the framework 
also showed that in most cases, the position of donors on both continuums seemed 
relatively closely related to each other. A high level of state involvement often involved 
a rather comprehensive focus, as is the case when donors are contributing to pooled 
funds or SBS. When donors have a rather pragmatic level of state involvement, for 
example when they are channelling funding through UN agencies, this often also 
implied a more targeted approach. This framework can be further developed by 
focusing especially on the relation between the two continuums. Furthermore, it could 
be used to analyse more actors in more empirical settings.  
Another contribution lies in the abductive research approach, which allowed me to 
conduct problem-driven and practice-oriented research and to take a holistic 
perspective on the European involvement in international health assistance. In line 
with this approach, I adapted the research process along the way, as there has been a 
constant back and forth between research design, literature and empirical data. After 
my first field visits, I decided to focus less on the procedural coordination between 
European donors (as this appeared to be less relevant concerning issue specific issues 
such as health) and more on the different approaches they are having. Due to the 
flexible, abductive approach, I ‘stumbled’ upon the puzzling relationship between 
European donors and the Global Fund, which appeared to be a highly relevant theme 
in order to understand the European approach in IHA. 
9.3.2 Limitations and avenues for further research 
The first set of limitations and suggestions relates to the depth of the findings. While I 
have stressed the added value of the abductive approach and the focus on several 
empirical settings, my broad perspective on several European donors and several 
empirical settings also has had the downside that not everything could be investigated 
in depth. First, the research in the partner countries focused mainly on similarities 
among all European donors and on the differences between them, but less on the 
domestic politics and institutions within European donor countries. In addition, the 
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research on the Global Fund pointed at a general preference of all European donors 
for HSS, but did not have the particular focus to look at the differences between 
countries and the differences within countries. Second, related to this, the research 
has provided a comprehensive image of all European approaches, pointing at the 
differences and similarities, but did not explain why these differences and similarities 
might occur. Some reflections were made on partner-country-related, international 
and donor-related factors that could play a role, but the provision of a full explanation 
went beyond the scope of this research. Third, as mentioned earlier, some donors were 
investigated more extensively than others, which was influenced by their presence in 
the selected partner countries as well as by the available data. Furthermore, not all 
European donors have been investigated in this PhD dissertation. For example, the 
approach of Germany could not be investigated in depth as it was not present in the 
health sector of any of the selected partner countries (however, it appeared in the 
Global Fund study). Lastly, the focus of the research was mainly on the donor side and 
less on the domestic factors in the partner countries that are influencing the health 
system and the health assistance.  
Consequently, there are several avenues for further research on European donors’ 
approaches towards international health assistance. First, research could focus more 
in depth on one or a few European donors, with more attention for the domestic 
politics and institutions which might explain the preference for a certain approach. For 
example, a closer look at the UK could be all the more relevant in the light of the Brexit. 
Second, another specific theme that can be further investigated is the relation between 
SRHR and HSS within the European Union. Several European donors – especially the 
so-called ‘like-minded donors’ – have always paid particular attention to SRHR. In 
addition, there are countries, such as Belgium, that have not focused very extensively 
on this topic before, but have recently started to focus on it. This has been influenced 
by the reintroduction and expansion of the Mexico City Policy under US president 
Trump45. However, as already mentioned in this study, donors’ attention for SRHR can 
result in different approaches: there can be a very targeted focus on SRHR, or one can 
attempt to make progress on SRHR by strengthening the general health system. With 
regards to the level of state involvement, one can work parallel via NGOs, the private 
sector or social profit, or one can work through the state institutions. It would 
therefore be interesting to investigate more in depth how the increased attention of 
                                                   
45 As mentioned in chapter 2 already, the Mexico City policy –also referred to as’ the global gag rule’- 
is a US government policy that blocks funding for organizations that give women access to, or 
information about abortion services. It has been adopted under previous Republican administrations 




European donors for SRHR has an impact on their approaches. Lastly, ethnographic 
research could focus more on the partner country itself and investigate how the 
political, cultural, economic and societal factors are influencing the health system and 
the health assistance.  
The second set of limitations and suggestions relates to the approaches of other 
donors. One of the complexities of this research has been that European donors are 
connected to several other actors. Within the partner countries, European donors are 
often funding UN agencies or NGOs to implement their programs and in Mozambique 
in particular they have also been highly involved in the discussion on the Global 
Financing Facility. Furthermore, as mentioned in part 9.1.2, European donors often 
contrasted their own approach with the one from the US or the Global Health 
Initiatives. Lastly, at headquarters level, bilateral donors are also funding multilateral 
organizations such as the Global Fund, GAVI, and the World Bank and UN agencies. To 
a certain extent, I endeavoured to focus on these other actors as well. For example, I 
conducted interviews with respondents working for USAID and UN agencies. In 
particular, I also decided to write a whole article on the relation of European donors 
on the Global Fund. However, within the scope of this research it was not possible to 
look more in depth at the approaches of other donors.  
Consequently, more research should be conducted on the approaches of other donors, 
putting the findings related to European donors in a wider perspective. There exists 
quite some literature already on the Global Health Initiatives (e.g. Cruz & McPake, 
2011; Marchal et al., 2009; Roalkvam & McNeill, 2016; Storeng, 2014) and the World 
Bank (e.g. S. S. Brown, Sen, & Decoster, 2013; Fernandes & Sridhar, 2017; Tichenor & 
Sridhar, 2017), but little is known about the approaches of UN agencies. Furthermore, 
recent research on the US approach in international health assistance is scarce, and 
could be all the more relevant given the recent changes under Trump. While there has 
been an ‘opening-up’ of their approach under Obama (Bendavid & Miller, 2010), major 
changes have probably taken place under the Trump administration. As mentioned 
above, the analytical framework could be applied and even adapted to analyse other 
donors’ approaches on international health assistance.  
9.4 What role for the EU in international health assistance?  
Towards the end of this dissertation, it seems relevant to write a number of tentative 
findings and normative reflections on the role of the EU as a whole in international 
health assistance.  
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During the initial months of this PhD, I was convinced that the development community 
should pay much more attention to health system strengthening, by implementing 
programs with a comprehensive focus and supporting the state in its role as regulator 
and provider of health services. In addition, I thought that European donors could and 
should play an important role in this. Originally, the purpose of this PhD was thus to 
research the existence of such a ‘European approach’ on international health 
assistance, by focusing both on the approaches of individual European donors as well 
as on the procedural coordination between European donors. The limited existing 
literature suggested that European donors were considered to have a broader 
interpretation of HSS than donors such as US or Global Health Initiatives. Based on an 
initial look at their policy documents, European donors seemed to stress the 
importance of HSS and there have also been several efforts to create a more 
coordinated approach among EU donors. In financial terms, each individual European 
donor is of relatively limited importance, but all together EU donors still provide about 
a quarter of all DAH. Consequently, I thought that the existence of a ‘whole-of-EU’ 
approach in favour of HSS could counterbalance the dominating issue-specific and 
parallel approaches in international health assistance.  
Throughout the research however, I became aware of two things. First, I realized that 
the European support for HSS is very fragile and that there is a large variety of 
European approaches. I all the more realized that “health systems approaches to aid 
may be intellectually correct, but they are politically problematic” (Horton, 2012). They 
are problematic because of the fragile governance situations in several developing 
countries. This makes it challenging for donor agencies to collaborate with the state 
institutions and align with the existing systems. In addition, health system approaches 
are politically problematic because they cannot be easily sold to the general public, as 
they do not lead to direct and attributable development outcomes. Despite the 
rhetorical commitment to HSS, these political realities mean that the European donors’ 
support for HSS is very fragile.  
As explained extensively in the above-mentioned findings, this research clearly showed 
that there are important differences between European donors. While some of them 
can be considers to be hard-line health system strengtheners, others are having a more 
flexible approach. Furthermore, a large amount of funding is being channelled through 
multilateral initiatives such as the Global Fund, which have a rather issue-specific and 
parallel approach. While there are still some similarities at a general level, the EU as a 
whole is not as HSS-minded as was initially thought. 
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Second, there appeared to be little coordination among European donors in the health 
sectors, which limits the possibilities of creating one EU approach even more. Initially, 
this PhD research aimed to focus particularly on the European coordination efforts in 
the health sector. However, after the field research in the DRC and Ethiopia, I decided 
to focus mainly on the different approaches on IHA and less on coordination in 
particular. This decision was partly linked to the observation during field work that 
there appeared to be relatively little to research. 
It is not that European donors were not active in coordination efforts in the health 
sector of the selected countries. As has been discussed in the background section of 
the country chapters, most European donors have played an important role in the 
donor-wide coordination groups in the health sector. This was perhaps most clearly in 
the GIBS in the DRC, which has been evaluated as a relatively successful coordination 
forum compared to donor coordination in other sectors in the DRC and to health 
coordination in other fragile state, and taking into account the difficult environment 
for donor coordination (Orbie et al., 2017). European donors have certainly played a 
role in enabling this relative success, particularly through their commitment to align as 
much as possible with national policies, the contributions of certain dedicated 
individuals and a certain level of like-mindedness, especially between the EU and 
Belgium. Also in other countries, European donors were active members of donor 
coordination meetings.  
However, although European donors actively participated in donor-wide coordination 
groups in the health sector, there appeared to be no additional coordination among 
European donors in the DRC, Uganda and Mozambique. While there was EU 
coordination at general level in these three countries, this did not translate in particular 
EU coordination efforts at sector level. There were a few cases of coordination 
amongst two EU Member States, such as the Swedish delegated cooperation for the 
UK Access to Health Programme and the close collaboration between Belgium and the 
EU in the DRC. Another example is the decision of Flanders to provide technical 
assistance in the Province of Tete, following the Danish exit in this province. However, 
coordination efforts seemed to be rather ad-hoc and there were no formal structures 
for EU coordination at sector level. In the DRC, the EU was perceived to be ‘just another 
donor’ and non-European donors did not perceive the European donors as a particular 
‘block’ within the GIBS. In Uganda and Mozambique, respondents pointed to the fact 
that the EU itself was not (longer) active in the health sector, which limited the 
possibilities for coordination among European donors in the health sector even more. 
In Mozambique it has been quite ironical that non-EU member Switzerland turned out 
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to be the donor which has endeavoured to try to keep the European donors together 
in their support for PROSAUDE.  
The only country where it was attempted to promote EU coordination in the health 
sector specifically, was Ethiopia. As discussed in chapter 5, health was one of the pilot 
sectors for EU joint programming. Nevertheless, the proposal on EU joint programming 
was regarded with scepticism by EU Member States which had questions about the 
added-value of this on top of the existing donor-wide coordination structures in the 
health sector. In the end, the EU delegation decided to move forward in a very 
pragmatic way by cherry-picking certain areas in which it was thought that EU joint-up 
work could lead to better policy dialogue, better results and enhanced EU visibility. Yet, 
the overall impact of this remains questionable and the initial reluctance showed that 
EU Member States’ support for additional EU coordination at sector level seemed to 
be rather limited.  
Lastly, the findings on the Global Fund also showed that the European efforts to 
‘horizontalize’ the fund remain challenging and that there has been little European 
coordination on this. While there have been initiatives to increase information sharing 
and coordination on the Global Fund among European partners at headquarters level, 
European donors’ influence on the decisions and activities at local level remains 
limited. Despite some efforts by dedicated individuals, there appeared to be few 
institutional incentives and expectations from headquarters to be involved in Global 
Fund processes and/or to coordinate among European donors for this purpose. 
In sum, the different approaches of European donors on IHA and the limited 
coordination between them suggests that Europe currently only plays a limited role in 
bringing HSS more to the forefront in international health assistance. If European 
donors still want to ‘walk their talk’ on HSS, they will have to reconsider the way they 
are providing health assistance in fragile governance contexts and find innovative ways 
to strengthen the system. In addition, they have to become more involved in the 
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Annex 1: Partner Country Indicators  
 
Annex 1a: Human development and health indicators 
 
DRC Ethiopia Mozambique Uganda 
Human Development 
    
Human development index value 0.435 0.448 0.418 0.493 
Human development index rank 176 174 181 163 
Health 
    
Life expectancy at birth (years)  59.1 64.6 55.5 59.2 
Adult mortality rate, female (per 1,000 people) 241 203 382 283 
Adult mortality rate, male (per 1,000 people) 290 255 425 346 
Maternal mortality ratio (deaths per 100,000 live 
births) 
693 353 489 343 
Deaths due to malaria (per 100,000 people)  106.6 48.1 71.4 57.9 
Deaths due to tuberculosis (per 100,000 people)  69.0 33.0 67.0 12.0 
HIV prevalence, adult (% ages 15-49), total 0.8 n.a. 10.5 7.1 
Infant mortality rate (per 1,000 live births) 74.5 41.4 56.7 37.7 
Public health expenditure (% of GDP) 1.6 2.9 3.9 1.8 
Under-five mortality rate (per 1,000 live births)  98.3 59.2 78.5 54.6 
Source: UNDP, Human Development Report 2016 
Annex 1b: Aid dependency ratios 
 
DRC Ethiopia Mozambique Uganda 
Total net official 
development assistance 
(million $, 2015) 
2,599 3,234 1,815 1,628 
Net official development 
assistance per capita ($, 
2015) 
34 32 65 41 
Net official development 
assistance % of GNI (2015) 
7.8 5.0 12.5 5.9 




Annex 1c: External health expenditure as percentage of current health 
expenditure 
 
2012 2013 2014 2015 
DRC 38 40 40 39 
Ethiopia 28 23 23 15 
Mozambique 64 70 59 85 
Uganda 38 36 36 40 
Source: WHO (2018), Global Health Observatory data repository 
“The share of external sources spent on health as percentage of total current health 
expenditures indicates how much is the health system dependent on external funding 
sources relative to domestic sources. External sources compose of direct foreign 
transfers and foreign transfers distributed by government encompassing all financial 
inflows into the national health system from outside the country.” 






















DRC 156 21 22 22 22 21 
Ethiopia 108 34 33 33 33 33 
Mozambique 142 27 31 31 30 31 
Uganda 151 25 25 26 26 29 
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Annex 1e: Governance indicators  















Source: World Bank. (2018). The Worldwide Governance Indicators.  
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HQ-1 23/03/2015 Brussels Representative from the European 
Commission 
HQ-2 23/03/2015 Brussels Representative from the European 
Commission 
HQ-3 23/03/2015 Brussels Representative from the 
Belgian/Flemish government and 
administration 
HQ-4 1/04/2015 Brussels Representative from the European 
Commission 
HQ-5 16/06/2015 Ghent Belgian CSO representative 
HQ-6 17/06/2015 Brussels Representative from the 
Belgian/Flemish government and 
administration 
HQ-7 17/06/2015 Brussels Representative from the 
Belgian/Flemish government and 
administration 
HQ-8 25/06/2015 Brussels Representative from the 
Belgian/Flemish government and 
administration 
HQ-9 8/07/2015 Brussels Representative from the 
Belgian/Flemish government and 
administration 
HQ-10 27/07/2015 Brussels Representative from the 
Belgian/Flemish government and 
administration 
HQ-11 24/08/2015 Gent Belgian CSO representative 
HQ-12 27/08/2015 Skype Belgian CSO representative 
HQ-13 31/08/2015 E-mail Representative from the 
Belgian/Flemish government and 
administration 
HQ-14 14/10/2015 Brussels Belgian CSO representative 
HQ-15 7/12/2016 Antwerp Academic researcher 
HQ-16 12/05/2017 Skype European donor representative 
HQ-17 22/05/2017 Skype Staff member of the Global Fund 
secretariat.  
HQ-18  30/05/2017 Brussels European donor representative 
HQ-19 30/05/2017 Brussels European donor representative 
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HQ-20 31/05/2017 Skype European donor representative 
HQ-21 7/06/2017 Skype European donor representative 
HQ-22 12/06/2017 Skype European donor representative 
HQ-23 16/06/2017 Brussel European donor representative 
DRC-1 9/07/2015 Gent former European donor 
representative 
DRC-2 28/10/2015 Brussel former European donor 
representative 
DRC-3 28/10/2015 Brussel European donor representative 
DRC-4 30/10/2015 Skype academic researcher 
DRC-5 3/11/2015 Kinshasa European donor representative 
DRC-6 3/11/2015 Kinshasa European donor representative 
DRC-7 3/11/2015 Kinshasa European donor representative 
DRC-8 4/11/2015 Kinshasa European donor representative 
DRC-9 4/11/2015 Kinshasa Secretary of the donor 
coordination group 
DRC-10 6/11/2015 Kinshasa CSO representative 
DRC-11 6/11/2015 Kinshasa CSO representative 
DRC-12 6/11/2015 Kinshasa European donor representative 
DRC-13 10/11/2015 Kinshasa MOH representative 
DRC-14 10/11/2015 Kinshasa MOH representative 
DRC-15 11/11/2015 Kinshasa European donor representative 
DRC-16 11/11/2015 Kinshasa Non-European donor 
representative 
DRC-17 11/11/2015 Kinshasa Non-European donor 
representative 
DRC-18 11/11/2015 Kinshasa Non-European donor 
representative 
DRC-19 12/11/2015 Kinshasa European donor representative 
DRC-20 13/11/2015 Kinshasa CSO representative 
DRC-21 13/11/2015 Kinshasa European donor representative 
DRC-22 17/11/2015 Kinshasa Non-European donor 
representative 
DRC-23 17/11/2015 Kinshasa Non-European donor 
representative 
DRC-24 18/11/2015 Kinshasa MOH representative 
DRC-25 19/11/2015 Kinshasa European donor representative 
DRC-26 19/11/2015 Kinshasa Non-European donor 
representative 
DRC-27 19/11/2015 Kinshasa Non-European donor 
representative 




DRC-29 20/11/2015 Kinshasa academic researcher 
DRC-30 14/12/2016 Skype/telephone European donor representative 
DRC-31 20/12/2016 Skype/telephone European donor representative 
DRC-32 30/01/2017 Skype/telephone  European donor representative 
DRC-33 10/02/2017 Skype/telephone European donor representative 
DRC-34 13/02/2017 Skype/telephone European donor representative 
DRC-35 18/04/2017 Skype/telephone Non-European donor 
representative 
DRC-36 19/04/2017 Skype/telephone Non-European donor 
representative 
DRC-37 20/04/2017 Skype/telephone European donor representative 
DRC-38 24/04/2017 Skype/telephone Non-European donor 
representative 
DRC-39 25/04/2017 Skype/telephone Secretary of the donor 
coordination group 
DRC-40 3/05/2017 Skype/telephone European donor representative 
DRC-41 20/04/2017 follow-up e-mail European donor representative 
DRC-42 22/04/2017 follow-up e-mail European donor representative 
ETH-1 24/11/2015 Addis Ababa European donor representative 
ETH-2 26/11/2015 Addis Ababa Non-European donor 
representative 
ETH-3 26/11/2015 Addis Ababa European donor representative 
ETH-4 1/12/2015 Addis Ababa Non-European donor 
representative 
ETH-5 3/12/2015 Addis Ababa European donor representative 
ETH-6 3/12/2015 Addis Ababa European donor representative 
ETH-7 4/12/2015 Addis Ababa Non-European donor 
representative 
ETH-8 4/12/2015 Addis Ababa MOH representative 
ETH-9 7/12/2015 Addis Ababa Non-European donor 
representative 
ETH-10 7/12/2015 Addis Ababa European donor representative 
ETH-11 7/12/2015 Addis Ababa Non-European donor 
representative 
ETH-12 8/12/2015 Addis Ababa European donor representative 
ETH-13 8/12/2015 Addis Ababa Non-European donor 
representative 
ETH-14 10/12/2015 Addis Ababa Non-European donor 
representative 
ETH-15 10/12/2015 Addis Ababa European donor representative 
ETH-16 10/12/2015 Addis Ababa European donor representative 




ETH-18 11/12/2015 Addis Ababa European donor representative 
ETH-19 11/12/2015 Addis Ababa MOH representative 
ETH-20 11/12/2015 Addis Ababa MOH representative 
UG-1 7/03/2017 Kampala European donor representative 
UG-2 7/03/2017 Kampala European donor representative 
UG-3 8/03/2017 Kampala Non-European donor 
representative 
UG-4 9/03/2017 Kampala European donor representative 
UG-5 9/03/2017 Kampala Non-European donor 
representative 
UG-6 10/03/2017 Kampala academic researcher 
UG-7 10/03/2017 Kampala Non-European donor 
representative 
UG-8 10/03/2017 Kampala European donor representative 
UG-9 10/03/2017 Kampala MOH representative 
UG-10 13/03/2017 Kampala Non-European donor 
representative 
UG-11 16/03/2017 Kampala European donor representative 
UG-12 17/03/2017 Kampala MOH representative 
UG-13 17/03/2017 Kampala European donor representative 
UG-14 20/03/2017 Kampala European donor representative 
UG-15 20/03/2017 Kampala European donor representative 
UG-16 21/03/2017 Kampala European donor representative 
UG-17 21/03/2017 Kampala MOH representative 
UG-18 21/03/2017 Kampala Non-European donor 
representative 
UG-19 22/03/2017 Kampala European donor representative 
UG-20 22/03/2017 Kampala academic researcher 
UG-21 22/03/2017 Kampala Non-European donor 
representative 
UG-22 23/03/2017 Kampala European donor representative 
MOZ-1 27/03/2017 Maputo European donor representative 
MOZ-2 28/03/2017 Maputo European donor representative 
MOZ-3 29/03/2017 Maputo academic researcher 
MOZ-4 30/03/2017 Maputo CSO representative 
MOZ-5 31/03/2017 Maputo European donor representative 
MOZ-6 3/04/2017 Maputo CSO representative 
MOZ-7 4/04/2017 Maputo European donor representative 
MOZ-8 4/04/2017 Maputo European donor representative 
MOZ-9 5/04/2017 Skype former European donor 
representative 
MOZ-10 5/04/2017 Maputo European donor representative 
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MOZ-11 6/04/2017 Maputo CSO representative 
MOZ-12 12/04/2017 Maputo European donor representative 
MOZ-13 12/04/2017 Maputo academic researcher 
MOZ-14 12/04/2017 Maputo European donor representative 
MOZ-15 12/04/2017 Maputo Non-European donor 
representative 
MOZ-16 12/04/2017 Maputo Non-European donor 
representative 
MOZ-17 12/04/2017 Maputo Non-European donor 
representative 
MOZ-18 13/04/2017 Maputo Non-European donor 
representative 
MOZ-19 13/04/2017 Maputo Non-European donor 
representative 
MOZ-20 13/04/2017 Maputo Non-European donor 
representative 
MOZ-21 13/04/2017 Maputo MOH representative 
MOZ-22 13/04/2017 Maputo European donor representative 
MOZ-23 13/04/2017 Maputo CSO representative 
MOZ-24 13/04/2017 Maputo European donor representative 
MOZ-25 13/04/2017 Maputo European donor representative 
MOZ-26 14/04/2017 Maputo European donor representative 
MOZ-27 14/04/2017 Maputo Non-European donor 
representative 
MOZ-28 5/01/2018 follow-up e-mail European donor representative 
MOZ-29 10/04/2018 follow-up e-mail European donor representative 
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ARTIKEL
Einde van ebola – Begin van een nieuw 
mondiaal gezondheidsbeleid?
Lies Steurs
De internationale gemeenschap heeft gefaald bij de bestrijding van de ebola-epidemie. 
Nu het tij eindelijk begint de keren, is het van het grootste belang dat er lessen getrokken 
worden uit deze crisis. De epidemie wees namelijk op verscheidene gebreken van het 
mondiale gezondheidsbeleid.
Ten eerste hebben internationale donoren zich de afgelopen jaren te veel gericht op de bestrijding 
van specifieke gezondheidsproblemen, zoals hiv/aids, waardoor minder aandacht ging naar de 
versterking van gezondheidssystemen. Ten tweede toonde de ebola-epidemie duidelijk aan dat de 
Wereldgezondheidsorganisatie (WHO) dringend hervormd moet worden om een leidende rol in 
internationale gezondheid te kunnen opnemen.
Structurele veranderingen inzake mondiale gezondheid zijn nu noodzakelijk om toekomstige crises 
beter de baas te kunnen, of zelfs te kunnen voorkomen. Deze veranderingen zullen echter alleen 
mogelijk zijn als het mondiaal gezondheidsbeleid niet alleen beïnvloed wordt door onderliggende 
paradigma’s van veiligheid en liefdadigheid, maar ook door rechtvaardigheid.
Mondiale gezondheidsrevolutie
De afgelopen twee decennia kenden een heuse ‘mondiale gezondheidsrevolutie’.1 Getriggerd door 
de wereldwijde hiv/aids-epidemie is de hoeveelheid ontwikkelingsgeld bestemd voor gezondheid 
tussen 2000 en 2011 bijna verdrievoudigd. Daarnaast waren maar liefst drie van de acht millen-
niumdoelstellingen gericht op gezondheid en zagen tal van nieuwe initiatieven het levenslicht, 
waaronder UNAIDS; The Global Fund to fight aids, Tuberculosis and Malaria; The Global Alliance for 
Vaccines & Immunization (GAVI); en The Bill and Melinda Gates Foundation.
Nieuwe spelers in mondiale gezondheid
UNAIDS is het gemeenschappelijk programma van de Verenigde Naties voor de strijd tegen hiv/
aids. De organisatie werd opgericht in 1995 om de hiv/aids-initiatieven van diverse VN-instanties te 
coördineren.
GAVI is een publiek-privaat partnerschap, opgericht in 2000 met als doel de toegang tot vaccins in de 
armste landen te vergroten. Het initiatief is een samenwerking tussen regeringen van Noord en Zuid, 
VN-organisaties, het bedrijfsleven, de civil society en filantropische organisaties.
The Global Fund to fight AIDS, Tuberculosis and Malaria werd opgericht in 2002 om de strijd 
tegen deze ziekten te versnellen. Het is een partnerschap tussen overheden, de civiele maatschappij 
en de private sector. Dit fonds is de belangrijkste financiële donor in de gezondheidssector.
1 David Fidler, ‘After the revolution: global health politics in a time of economic crisis and threatening future trends’, 
Global Health Governance, jrg. 2, nr. 2, 2009, pp. 1-21.
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De Bill and Melinda Gates Foundation, opgericht in 2000, is de grootste filantropische stichting 
ter wereld. Zij investeert jaarlijks 2,5 miljard euro in talloze armoede en gezondheids-projecten en 
organisaties.
Deze internationale aandacht voor gezondheid kon echter niet voorkomen dat in december 2013 een 
ebola-epidemie van ongeziene omvang uitbrak, die nu al aan meer dan 9800 mensen, voornamelijk 
in Sierra Leone, Liberia en Guinee, het leven heeft gekost.2 Ondanks de trage en ongecoördineerde 
reactie van de internationale gemeenschap werd tijdens de eerste maanden van 2015 voorzichtig 
een einde voorspeld aan deze West-Afrikaanse epidemie.
Maar het werk stopt niet na het indijken van deze epidemie. De ebola-epidemie wijst ons namelijk 
op de trieste tekortkomingen van het huidige mondiale gezondheidsbeleid. In dit artikel worden 
twee van deze gebreken onder de loep genomen. Ten eerste de verticale silo-benadering, waarbij 
investeringen voor specifieke gezondheidsproblemen, zoals hiv/aids, prioriteit krijgen boven 
verbetering van de basisgezondheidszorg in Afrikaanse landen. Ten tweede illustreerde de late, 
inadequate reactie van de Wereldgezondheidsorganisatie en haar lidstaten het gebrek aan leider-
schap op mondiaal-gezondheidsterrein. Vervolgens wordt in dit artikel gesteld dat deze twee 
gebreken nauw samenhangen met de veiligheids- en liefdadigheidsparadigma’s die momenteel 
domineren. Het rechtsvaardigheidsparadigma zou tot meer structurele oplossingen kunnen leiden.
Het aantrekken van beschermingspakken tegen het Ebola-virus in Sierra Leone. Foto: Flickr.com, European Commission 
DG ECHO.
“It’s the health system, stupid!”
Ebola is geen nieuwe ziekte. Sinds de ontdekking van het virus in 1976 zijn er al meer dan twintig 
uitbraken geweest. Maar anders dan voorgaande uitbraken, slaagde het ebola-virus er dit keer in 
zich een weg te banen naar stedelijk gebied, wat het risico op verspreiding sterk verhoogde.3 Ook de 
verspreiding van het virus naar de westerse wereld via het internationaal vliegverkeer, was voordien 
ongezien.
2 Dit sterftecijfer dateert van half maart2015, toen dit artikel werd afgerond.
3 Lawrence Gostin, ‘Ebola: Towards an international health systems fund’, The Lancet, 4 september 2014.
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Toch zou in een stad als Londen of Parijs het ebola-virus waarschijnlijk nooit tot een epidemie kun-
nen leiden. Het virus is enkel besmettelijk via directe aanraking met lichaamsvocht van besmette 
of overleden patiënten (dus niet via de lucht of het water), waardoor een quarantaine van de 
personen in kwestie de verspreiding kan tegengaan. Het grootste probleem is dus niet zozeer het 
gebrek aan een vaccin of behandeling voor ebola, maar veeleer het gebrek aan een functionerend 
gezondheidssysteem in de landen waar het virus zich verspreidt.4
Eén van de voornaamste problemen is het tekort aan zorgpersoneel in de getroffen landen. 
Wereldwijd is er een tekort aan 7,2 miljoen gezondheidswerkers; en Sierra Leone, Liberia en Guinee 
staan bovenaan de lijst van landen waar dit tekort het meest alarmerend is.5 De ebola-crisis bracht 
het aantal gezondheidswerkers nog meer naar beneden, aangezien veel van hen zelf besmet raakten 
en overleden.
Andere gebreken van de gezondheidssystemen in de drie West-Afrikaanse landen zijn het ont-
breken van efficiënte communicatie- en informatiesystemen; een tekort aan laboratoria; slecht 
uitgeruste gezondheidsinstellingen die geen patiënten kunnen isoleren; een gebrek aan elementaire 
gezondheidszorgmiddelen, elektriciteit en water in tal van gezondheidsinstellingen; en een gebrek 
aan educatie omtrent de epidemie.6
Eén van de voornaamste problemen is het tekort aan 
zorgpersoneel in de getroffen landen
Niet alleen de West-Afrikaanse overheden dragen de verantwoordelijkheid voor de gebrekkige 
gezondheidssystemen. Sierra Leone, Liberia en Guinee zijn immers voor een groot deel af-
hankelijk van internationale hulp, waardoor hun gezondheidsbeleid ook afhankelijk was van de 
prioriteiten en keuzes van donoren. Beseften die donoren dan niet dat ze moesten investeren in 
gezondheidssystemen?
De Alma Ata Verklaring
Toch wel. Het belang om de gezondheidssystemen te versterken werd al decennia geleden erkend. 
In 1978 kwamen gouvernementele en niet-gouvernementele organisaties, betrokken bij 
gezondheids- en ontwikkelingsbeleid, samen in Alma Ata (Kazachstan) voor een internationale 
conferentie over basisgezondheidszorg. De ‘Alma Ata Verklaring’ die op deze conferentie werd 
aangenomen, betekende een belangrijke mijlpaal in mondiale gezondheid. De verklaring had tot doel 
‘health for all’ te bereiken tegen 2000 en stelde dat er hiervoor veel meer aandacht moest gaan naar 
uitbreiding van de basisgezondheidszorg.7 Een horizontale benadering moest een antwoord bieden 
op de tekortkomingen van verticale programma’s, die zich enkel toespitsen op specifieke ziekten of 
gezondheidsproblemen.
De Alma Ata Verklaring kwam echter snel in het vergeetboek, toen de opkomst van onder andere 
de hiv/aids-epidemie de pendel weer naar verticale programma’s deed slingeren. De mondiale 
4 Lawrence Gostin, ‘Ebola: Towards an international health systems fund’, The Lancet, 4 september 2014; 
Andrew Boozary, Paul Farmer & Ashish Jha, ‘The Ebola outbreak, fragile health systems, and quality as a cure.’, JAMA, 
jrg. 312, nr. 18, 2014, pp. 1859-1860.
5 Global Health Workforce Alliance, A universal truth: no health without a workforce, Genève: 
Wereldgezondheidsorganisatie, 2013.
6 Lawrence Gostin, ‘Ebola: Towards an international health systems fund’, The Lancet, 4 september 2014; 
Andrew Boozary, Paul Farmer & Ashish Jha, ‘The Ebola outbreak, fragile health systems, and quality as a cure.’, JAMA, 
jrg. 312, nr. 18, 2014, pp. 1859-1860.
7 Wereldgezondheidsorganisatie, Declaration of Alma Ata, 1978.
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gezondheidsinitiatieven die sinds de millenniumwisseling het levenslicht zagen, zijn sterk gericht op 
specifieke ziekten. Ook de Millennium-doelstellingen focussen slechts op drie specifieke gezond-
heidsproblemen, t.w. kindersterfte, moedersterfte en besmettelijke ziekten, waaronder hiv/aids, 
TB en malaria. Internationale donoren verkiezen deze verticale nadruk onder meer omdat ze gericht 
is op snelle resultaten en hierdoor gemakkelijker communiceerbaar is naar de bevolking.
Toch is de geest van Alma Ata niet helemaal verdwenen. De tekortkomingen van de verticale 
programma’s worden door tal van academici en beleidsmakers aangeklaagd. Al vóór de epidemie 
wezen onder meer de Europese Unie en enkele van haar lidstaten in hun beleidsdocumenten op het 
belang van het versterken van gezondheidssystemen.8 Hoewel de resultaten van het Global Fund en 
GAVI (zie box) worden erkend, wil de EU deze initiatieven aansporen zich meer toe te spitsen op de 
versterking van de algemene gezondheidssystemen.
Toch maakt de ebola-epidemie duidelijk dat deze retoriek zich nog niet voldoende vertaald heeft 
in de praktijk. Een rapport van het International Development Committee van het Brits parlement 
erkende in oktober 2014 dat een gebrekkige aandacht voor gezondheidssystemen door Groot-
Brittannië en andere internationale donoren mede aan de basis van de huidige ebola-uitbraak ligt.9
“Don’t shoot the pianist”
Een tweede gebrek van het internationale gezondheidssysteem dat door de ebola-epidemie werd 
blootgelegd, is het gebrek aan leiderschap inzake mondiale gezondheid.10 De afgelopen tijd is er 
zeer veel kritiek geuit op de WHO, aangezien zij te laat en niet adequaat op de ebola-uitbraak heeft 
gereageerd.
Hoewel deze kritiek ongetwijfeld terecht is, dient die wel in een bredere context te worden 
geplaatst. Ten eerste kampt de WHO met grote financiële problemen. De vaste bijdragen van 
de lidstaten zijn sinds 1980 bevroren, waardoor de Wereldgezondheidsorganisatie steeds meer 
afhankelijk is geworden van vrijwillige bijdragen van lidstaten en niet-statelijke actoren. De donoren 
zijn bovendien hun vrijwillige bijdragen steeds meer gaan oormerken voor specifieke zaken die ze 
zelf belangrijk achten. De besparingen en geoormerkte financiering hebben negatieve gevolgen 
gehad voor de efficiëntie en effectiviteit van de WHO, zoals nu met de ebola-epidemie is gebleken.11
8 Raad van de Europese Unie, Council Conclusions on the EU Role in Global Health, Brussel, 2010.
9 Sarah Boseley, ‘Cut in UK aid to Sierra Leone may have helped spread of Ebola, MPs say’, The Guardian, 2 oktober 2014.
10 Lawrence Gostin, ‘Ebola: a crisis in global health leadership’, The Lancet, 7 oktober 2014.
11 Sheri Fink, ‘Cuts at W.H.O. Hurt Response to Ebola Crisis’, The New York Times, 3 september2014.
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Bill en Melinda Gates (Oslo, 2009). Foto: Wikimedia Commons, Kjetil Ree.
Een groeiend web van internationale instellingen
Ten tweede is de rol van de WHO het afgelopen decennium uitgehold door de opkomst van 
nieuwe initiatieven, zoals het Global Fund en GAVI.12 Deze initiatieven hebben het mandaat van 
de Wereldgezondheidsorganisatie ondermijnd en konden veel meer fondsen aantrekken dan 
de WHO. Naast deze nieuwe initiatieven zijn er ook diverse oudere instellingen, zoals Unicef 
en de Wereldbank, die zich inzetten voor internationale gezondheid, samen met talloze NGO’s 
en stichtingen, zoals de Bill and Melinda Gates Foundation. Bij afwezigheid van een sterke 
Wereldgezondheidsorganisatie is er geen enkele organisatie die een coördinerende functie op zich 
neemt in dit web van internationale instellingen.
De directeur-generaal van de WHO, Margaret Chan, heeft al in 2010 een hervormingsproces 
op gang gebracht om zowel de financiering, het bestuur als het management van de WHO te 
hervormen. Ook de EU spoorde haar lidstaten in 2010 aan om de geoormerkte subsidies geleidelijk 
aan te vervangen door meer steun voor het algemene budget van de WHO.13 De ebola-crisis zou een 
aanleiding moeten zijn om deze hervormingen in de juiste richting te duwen.
Het Westen kwam pas in actie toen duidelijk werd dat 
er ook westerse slachtoffers zouden kunnen vallen
12 Sophie Harman, ‘Ebola and the politics of a global health crisis’, e-internationale relations, 2014.
13 Raad van de Europese Unie, Council Conclusions on the EU Role in Global Health, Brussel, 2010.
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De resolutie die in januari 2015 werd goedgekeurd tijdens de 136ste vergadering van de Executive 
Board van de WHO is in ieder geval hoopgevend.14 In tegenstelling tot eerdere signalen om 
nieuwe kanalen op te richten buiten de Wereldgezondheidsorganisatie om, roept de resolutie op 
de capaciteit van de WHO te versterken. Desondanks ging de oproep tot een sterkere WHO niet 
gepaard met duidelijke financiële beloftes van de lidstaten, wat nochtans cruciaal is.
Liefdadigheid en veiligheid in tijden van ebola
De nadruk op verticale programma’s en de stijging van geoormerkte financiering voor de WHO 
vallen deels te verklaren door de heersende paradigma’s binnen de mondiale gezondheid, namelijk 
het veiligheids- en liefdadigheidsparadigma.15 Volgens het eerste, dominante perspectief investeren 
hoge-inkomenslanden in mondiale gezondheid om hun eigen burgers te beschermen. Dit was zeer 
duidelijk bij de opkomst van de hiv/aids-epidemie. Die trof de hele wereld en heeft zo een grote 
push gegeven voor een stijgende financiering.
Ook in het geval van de huidige ebola-epidemie is het Westen pas in actie gekomen toen duidelijk 
werd dat er eventueel westerse slachtoffers zouden kunnen vallen. De Verenigde Staten, het 
Verenigd Koninkrijk en Frankrijk hebben daarop besloten militairen in te zetten in respectievelijk 
Sierra Leone, Liberia en Guinee.
Bij investeringen voor de bestrijding van kindersterfte en moedersterfte is het eigenbelang minder 
duidelijk. Deze kunnen gekaderd worden in het liefdadigheids-paradigma, waarbij landen vrijwillig 
gaan investeren in die thema’s die zij belangrijk vinden.
Zowel het veiligheids- als het liefdadigheidsperspectief is echter problematisch. Het eerste in die zin 
dat het alleen gericht is op die zaken die in het belang zijn van de veiligheid van de eigen burgers. 
Het tweede heeft dan weer het nadeel dat het onvoorspelbaar en weinig structureel is. Geen van 
beide visies benadrukt dus de versterking van gezondheidssystemen.
Morele verplichting voortvloeiend uit rechtvaardigheidsdenken
Naast liefdadigheid en veiligheid, wordt door diverse gezondheidswetenschappers een derde 
paradigma bepleit.16 Dit rechtvaardigheidsparadigma vertrekt vanuit een kosmopolitisch denken 
en het recht op gezondheid. Men gaat ervan uit dat mensen de morele verplichting dragen andere 
mensen te helpen, waardoor rijke landen dus ook medeverantwoordelijk zijn voor de verwezenlijking 
van het recht op gezondheid voor de burgers van armere landen. Ideeën als een internationaal 
fonds voor gezondheidssystemen,17 of zelfs een mondiaal gezondheidsfonds,18 kaderen in dit 
gedachtegoed. De morele verplichtingen die voortvloeien uit het rechtvaardigheidsdenken zijn 
echter moeilijk af te dwingen en de politieke wenselijkheid van de voorgestelde initiatieven valt te 
betwijfelen.
14 Sheri Fink, ‘WHO Members endorse resolution to improve response to health emergencies’, The New York Times, 
25 januari 2015.
15 David Stuckler & Martin McKee, ‘Five metaphors about global health policy’, The Lancet, jrg. 372, nr. 9633, 2014, 
blz. 95-97; en Raphael Lencucha, ‘Cosmopolitanism and foreign policy for health: ethics for and beyond the state’, 
BMC international health and human rights, jrg. 13, nr. 29, 2013.
16 Gorik Ooms et al., Global health: What it has been so far, what it should be and what it could become, Antwerpen: 
Instituut voor Tropische Geneeskunde, 2011; en Gorik Ooms & Rachel Hammonds, Financing Global Health through a 
Global Fund for Health?, Londen: Chatman House, februari 2014.
17 Lawrence Gostin, ‘Ebola: Towards an international health systems fund’, The Lancet, 4 september 2014
18 Gorik Ooms & Rachel Hammonds, Financing Global Health through a Global Fund for Health?, Londen: Chatman House, 
februari 2014.
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Conclusie
Nu de ebola-epidemie een falend mondiaal gezondheidsbeleid heeft blootgelegd, buigen academici 
en beleidsmakers zich volop over de vraag welke lessen hieruit getrokken moeten worden voor de 
toekomst. Dit artikel vatte alvast twee zeer belangrijke lessen samen. Ten eerste is er behoefte aan 
meer horizontale financieringsmechanismen die de versterking van gezondheidssystemen tot doel 
stellen. Ten tweede dient ebola een aanleiding te zijn voor de noodzakelijke hervorming van de WHO 
en bijhorende financiële beloften van haar lidstaten. Om deze veranderingen teweeg te brengen 
is echter dringend een nieuw paradigma nodig, dat niet alleen geleid wordt door veiligheid en 
liefdadigheid, maar ook door rechtvaardigheid.
















Background: This article assesses the global health policies of the European Union (EU) and those of its individual 
member states. So far EU and public health scholars have paid little heed to this, despite the large budgets involved in 
this area. While the European Commission has attempted to define the ‘EU role in Global Health’ in 2010, member states 
are active in the domain of global health as well. Therefore, this article raises the question to what extent a common ‘EU’ 
vision on global health exists. 
Methods: This is examined through a comparative framing analysis of the global health policy documents of the 
European Commission and five EU member states (France, Germany, the United Kingdom, Belgium, and Denmark). 
The analysis is informed by a two-layered typology, distinguishing global health from international health and four ‘global 
health frames,’ namely social justice, security, investment and charity. 
Results: The findings show that the concept of ‘global health’ has not gained ground the same way within European 
policy documents. Consequently, there are also differences in how health is being framed. While the European 
Commission, Belgium, and Denmark clearly support a social justice frame, the global health strategies of the United 
Kingdom, Germany, and France put an additional focus on the security and investment frames. 
Conclusion: There are different understandings of global/international health as well as different framings within 
relevant documents of the EU and its member states. Therefore, the existence of an ‘EU’ vision on global health is 
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Implications for policy makers
• Global health is a not well-defined policy concept. Consequently, it has been framed in different ways by the European Union (EU) and its 
member states.  
• The European Commission and its member states have different policies to further global health objectives. While some of them take a more 
comprehensive approach combining domestic and foreign policy objectives, others maintain an international health approach to be pursued 
via development cooperation. 
• The existence of a common ‘European’ vision on global health is questionable. Before outlining a so-called EU vision on global health, European 
policy-makers should engage in deliberations on what exactly their global health policies imply. 
• European member states that still hold to a traditional ‘international health’ approach should consider the modernization towards a ‘global 
health’ paradigm, in line with advances in global health thinking at the level of the EU, the World Health Organization (WHO) and other 
international institutions.
• Countries engaging in a global health approach should be careful that interest-based motives (security and investment) are in balance with 
social justice considerations.
• While the EU is increasingly trying to coordinate the European action in global health it is not clear yet where these coordination efforts are 
leading to. Given the diversity in approaches, a ‘division of labor’ that acknowledges existing differences between the EU and its member states 
may be more feasible than a ‘common’ EU policy. 
Implications for the public
Global health policy development by the European Union (EU) and its member states has been pursued in diplomatic, administrative and professional 
policy-maker’s circles. While the general public may be actively involved in policy dialogue on health policies at the national level, such as in the 
field of health insurance and budgetary choices, this is much less the case when it comes to global health objectives. Nonetheless, it has been 
increasingly recognized that global health issues also affect the population of European countries (for instance, but not exclusively, trough risks 
related to epidemics such as Ebola). The EU’s democratic legitimacy problem is also seen in the global health domain. If the EU and its member states 
aim to further advance an ‘EU role in Global Health’ it is important to facilitate dialogue on health priorities, strategies and policies at the national and 
EU level. Deliberation should include civil society, professional networks and citizens in general, within the EU as well as abroad, as health challenges 
are transnational and require close cooperation to overcome them. 
Key Messages 
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Background
During the past 20 years health has increasingly gained 
importance on the global policy agenda. There has been an 
unprecedented growth in funding for health, several new 
partnerships and initiatives were launched[1], philanthropic 
foundations such as the Bill and Melinda Gates Foundation 
became key players, and health emerged on the agenda of 
high-level fora such as the United Nations (UN) and the G8. 
This ‘global health revolution’ has also been accompanied by 
“a re-conceptualization of health as more than a technical, 
humanitarian concern and as relevant to the vital interests 
of states in security and economic well-being.”1 A milestone 
has been The Oslo Ministerial Declaration, advanced by the 
ministers of Foreign Affairs of Brazil, France, Indonesia, 
Norway, Senegal, South Africa, and Thailand in 2006, that 
declares that ‘‘health as a foreign policy issue needs a stronger 
strategic focus on the international agenda.”2 
The European Union (EU) has been trying to find its place 
in the growing global health arena, in addition to the efforts 
of its member states.3 Health has always been an important 
issue in the development policy of the EU. In 2002 already, 
the European Commission’s communication on Health and 
Poverty Reduction in Developing Countries established for the 
first time “a single Community policy framework to guide 
future support for health, AIDS, population and poverty 
within the context of overall EC assistance to developing 
countries.”4 While recognizing the “differing histories and 
experiences in framing development policy”4 of member 
states, the increasing convergence of general development 
objectives was mentioned as an opportunity to improve 
coordination of EU Member states’ development policies and 
approaches in the health sector. Furthermore, the European 
Consensus on Development (2005) stressed the importance of 
the Millennium Development Goals (MDGs), with a specific 
focus on the health-related MDGs. Also in the EU’s health 
policy more attention has been given to global health issues. 
In 2007 the importance of a European contribution to the 
global health debate was recognized in a white paper stating 
that “in our globalized world, it is hard to separate national 
or EU-wide actions from the global sphere, as global health 
issues have an impact on internal community health policy 
and vice versa.”5
Recognizing that global health is influenced by several 
policy domains, the Directorate-General (DG) Health, DG 
Development and DG Research initiated a consultation 
process with several stakeholders in 2009, which resulted in 
the launch of a Commission communication on the EU Role 
in Global Health in 2010.6 This document stated that “the EU 
should apply the common values and principles of solidarity 
towards equitable and universal coverage of quality health 
services in all external and internal policies and actions.”6 By 
focusing on universal coverage of basic quality care, health 
systems strengthening and policy coherence, it proposed a 
clear vision on global health. This message was confirmed by 
subsequent Council conclusions.7
These attempts of the EU to claim a role in global health 
can be seen as part of ongoing efforts to ‘europeanize’ 
development policy. The European Commission is not only 
an international donor in its own right, it also aims to play 
a ‘federalizing’ role in coordinating and harmonizing the aid 
policies of its Member states. Since the 2000s, the European 
Commission has increasingly stressed this latter role, fostering 
European aims, European approaches and European actions 
in development policy.8,9 
However, despite EU attempts to coordinate global health 
policies, member states want to keep a grip on this domain 
as well. The Council Conclusions on the EU role in Global 
Health make it very clear that the stronger EU voice on 
global health should be endeavored “without prejudice to the 
respective competencies.”7 As development policy is a shared 
competence, EU donors have their own policies regarding 
(health) development policy. Furthermore, the conceptual 
shift from ‘international health’ to ‘global health’ (infra) has 
not manifested itself in the same way along all EU Member 
states. Like the European Commission, some member 
states have released their own global health strategies (the 
United Kingdom in 2008 and 2011, Germany in 2013 and 
France in 2017). While the strategies are also the result of an 
interdepartmental cooperation, they might not necessarily 
echo the central objectives of the 2010 Commission 
communication. As member states remain important actors 
in development policy in general, and in global health more 
specifically, the question remains to what extent a common 
‘EU’ vision on global health exists. This is precisely the 
research question of this article. 
Gaining a better understanding of global health frames within 
the EU is important for several reasons. First, we concur with 
a social constructivist ontology that frames are not merely 
rhetorical acts: the framing of issues like global health has 
important power implications by determining policies and 
actions. A frame can be defined as “an organizing principle 
that transforms fragmentary or incidental information into 
a structured and meaningful problem, in which a solution is 
implicitly or explicitly included.”10 Framing analysis has been 
used extensively in social sciences.11,12 More recently, it has 
also been used in EU10,13 and global health studies.14-18 Despite 
methodological and theoretical differences, these studies 
share the idea that the same issue can be framed differently 
by different actors, and that the way a certain topic is ‘framed’ 
also affects the proposed solutions to deal with this topic. 
Therefore, it is important to better understand the frame(s) 
being used, even if it is beyond the scope of this study to 
examine the implementation of global health policies. It is all 
the more relevant to study the European Commission and its 
member states, as these are significant donors for global health 
funding with substantial budgets. Theoretically, we consider 
frames as a coherent set of ideas at the level of ‘policies’ (ie, 
defining policy problems), which is more abstract than ‘policy 
proposals’ (ie, responding to specific policy problems) but 
more specific than ‘values and ideologies’ (ie, overarching 
paradigms).19 As explained in the methodology section, 
the ‘policy frames’ are identified based on the European 
Commission and member states’ major strategic documents 
on international health and development. 
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Second, this research is relevant from an EU policy perspective, 
as it allows us to assess the European Commission’s objective 
to foster “a stronger EU vision, voice and action”6 in global 
health. Importantly, however, this does not mean that we aim 
to develop a normative ‘ideal’ EU approach against which 
the approaches of European donors must be balanced. From 
a normative perspective we do not claim that the existence 
of different frames would in itself be problematic and that 
a standardized definition would be necessary. While a 
diversity of frames would be problematic from an European 
Commission policy perspective, it may indeed be desirable 
from a normative democracy standpoint that stresses the 
importance of conflicting political values. 
Third, this research fills a gap in the literature, as the 
relationship between global health policies of the EU and its 
member states has so far received little attention among EU 
and public health scholars. Studies on the EU’s role in global 
health are mostly confined to the European Commission’s 
policy3,20,21 and the EU’s representation in the World Health 
Organization (WHO).22,23 A recent edited volume provides the 
main policy approaches, case studies and a critical assessment 
on the EU role in Global Health.24 The policies of EU member 
states on global health have been largely neglected (25,26 are 
noteworthy exceptions). 
By mapping and comparing the existing approaches of EU 
donors, we want to question whether a unified vision exists. 
On top of that, we will reflect on some possible implications 
of stressing one or another framing. Specifically, as will be 
discussed in the next section, we will examine relevant policy 
documents of the European Commission and five member 
states based on a two-layered typology of global/international 
health frames. Subsequently, the findings of the comparative 
analysis will be discussed. Lastly, the conclusions will 
summarize the main findings and discuss some suggestions 
for further research. 
Methods
Methodologically, in order to examine to what extent a 
common EU vision on global health exists from a framing 
perspective, we elaborated a typology of global health 
frames and applied it to relevant policy documents of the 
European Commission and five member states. The two-
layered typology (see next section) was developed through 
an abductive research process.27,28 In line with our social 
constructivist approach, we do not assume that frames are pre-
defined and exist independently from social reality. While the 
literature provided us with relevant frames, our framework has 
been adapted throughout the empirical analysis of the policy 
documents. Indeed, abduction reasons at an intermediate level 
between deduction (where a fixed framework is imposed) and 
induction (where findings are built on empirics).27 It involves 
a continuous interaction between theoretical and empirical 
research, whereby literature review, data generation, data 
analysis and research design mutually influence each other 
in a cyclical research process. As such abductive modes of 
inquiries fit nicely with constructivist approaches. 
Applied to our research, a number of frames that are 
suggested in the literature were dropped because they proved 
less relevant throughout the empirical research. For instance, 
the ‘development frame’ was considered too general for this 
purpose of this research, as all frames concern the global 
health-development nexus in some way. The broader question 
is not so much whether global health is framed as relevant for 
development, but how global health and development are seen 
to be interrelated. Inversely, document analysis revealed that 
we should go beyond the distinction between ‘international’ 
and ‘global’ health that is often made in the literature, and delve 
deeper into the different ways in which both international 
and global health can be framed. Hence the two-layered 
typology which also constitutes a conceptual contribution to 
the literature (see below). Besides the European Commission, 
five member states were selected for our comparative analysis, 
namely: France, Germany, the United Kingdom, Belgium, 
and Denmark. This selection is based on several reasons. 
First, it includes the largest EU donors in terms of budgets 
for health in development. Second, it includes big and small 
member states, as well as Northern and Southern member 
states, thereby potentially covering a broad range of European 
approaches towards development.29,30 Third, these five donors 
each have issued a clear and explicit health strategy. Fourth, 
limiting the number of donors allows for an in-depth and 
comparative analysis, which is particularly important, as this 
has not yet been done in existing literature. 
For each donor, relevant policy documents were identified. We 
systematically scanned sector strategies of the development/
international cooperation department and/or ‘whole-of-
government strategies’ of each donor, which allowed us 
to detect those strategy documents that explicitly address 
global/international health[2]. Table 1 provides an overview of 
the relevant documents.
In line with the abductive research process, the documents 
were analyzed first through a close reading and second by 
using NVivo software. First, and in line with major debates 
in the literature, it was analyzed whether the document 
could be considered to be an ‘international health’ or ‘global 
health’ document. This involved an analysis of the substantive 
content of the document and an examination of the 
institutional ownership. Second, we aimed to identify health 
policy frames within the documents, thereby going beyond 
the global-international health distinction and exploring 
more fine-grained framing categories. This also implied the 
elaboration of the two-layered typology (see below). Third, 
we systematically and comparatively applied the framework 
to the documents using NVivo. Codes were linked to each 
of the four frames and attributed to text parts that expressed 
arguments of the donor to engage in global health. For 
example, within NVivo the code ‘protect own population’ was 
linked to the security frame, ‘successful companies abroad’ to 
the investment frame, ‘health as a human right’ to the social 
justice frame, and ‘improve lives of the poorest people’ to the 
charity frame. This analysis was done by Lies Steurs and the 
research findings were discussed extensively with the co-
authors, after which the main structure of the findings was 
decided. Fourth, where possible the findings were confronted 
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with existing analyses of the health strategies (to the best 
of our knowledge only for the European Commission, the 
United Kingdom, and Germany some secondary literature 
was available20,25,26,31). 
A Typology of Global Health Frames
Global health is a complex policy area which is understood 
differently by academic scholars and policy makers. For this 
paper, we will not stick to a strict definition: in line with our 
constructivist ontology the assumption behind the study 
is indeed that actors engage in different definitions of the 
concept and that we should gain a better understanding of how 
European donors interpret global health. The first level of our 
typology relates how the external dimension of health policy 
is constructed. Here, the literature typically distinguishes 
between ‘international health’ and ‘global health.’32,33 The 
term ‘international health’ is associated mainly with assisting 
developing countries in fighting infectious and neglected 
tropical diseases, whereas ‘global health’ is understood 
as a broader concept focusing on the health impacts of 
deepened globalization for all countries (also industrialized 
countries)[3]. Institutionally, the former involves mainly 
development actors whereas the latter involves a larger range 
of actors. Before the global health revolution, international 
health policy was mainly dealt with by the ministries of 
development cooperation, growing out of former colonial 
relations. However, the increasing awareness of Western 
states’ own interests in global health has ‘lifted’ the subject 
onto the agenda of ministries of health and foreign affairs. 
In a growing number of countries, a ‘whole-of-government 
approach’ is used to address a broad range of global health 
themes. 
More specifically there are different perspectives on the 
main problems (and solutions) involving ‘global health,’ in 
particular when it comes to health policy in the context of 
developing countries. In this article we refer to these as global 
health ‘frames,’ which constitute the second level of our 
typology. Previous research has identified several ‘frames,’ 
‘perspectives’ or ‘metaphors’ of global health.14,17,34-36 Following 
the above-mentioned abductive approach, we distinguish four 
frames, namely social justice, charity, investment and security. 
Differences between these frames relate to four criteria: the 
purpose, main interest, commitment towards international 
health assistance (IHA), and the main focus (Table 2).
The charity frame promotes health as a key element in the 
fight against poverty and prioritizes popular themes of 
victimhood such as mother and child mortality health and 
malnutrition.35 Lencucha links the charity frame also with the 
periodic engagement with events such as natural disasters or 
catastrophic events that pose an imminent threat to the health 
of people.36 Just like the social justice frame, it refers to the 
interests of the inhabitants of the countries receiving health 
assistance. However framed as charity, IHA is voluntary, 
temporary and reactive.36 The amount of IHA depends 
entirely on the benevolence or generosity of the contributor, 
which makes it less reliable than the social justice frame.
The social justice perspective aims to “reinforce health 
as a social value and human right, supporting the UN 
MDGs, advocating for access to medicines and primary 
healthcare, and calling for high income countries to invest 
in a broad range of global health initiatives.”34 It builds on 
cosmopolitan values that stress the importance of solidarity 
towards individuals at the global level, notwithstanding 
their nationality.36 According to this frame, the national 
government is not the sole responsible for realizing the right 
to health for its population, as countries ‘in a position to assist’ 
bear a complementary international obligation as well. The 
level of the health assistance should be based on the needs of 
the country and aims to fill the gap between what the national 
government can provide and what is needed to realize the 
right to health. The funding is for a considerable part focused 
on health systems and primary healthcare.
The investment frame considers health as a means of 
maximizing economic development.35 It is not only concerned 
with the economic effects of health on the population of 
countries receiving IHA, but also with the result of a growing 
global market in health goods and services.34 Compared to the 
two previous frames, the investment frame thus marks a shift 
the main beneficiaries being seen as the donors themselves 
instead of the partner countries: if IHA contributes to 
economic growth, the donors will benefit as well, as they will 
be able to export more products and services to the countries. 
This frame provides strong incentives for the continuation 
or even increase of IHA, but with a focus on the control of 
diseases that mostly affect the economically productive part 
of the population.
Table 1. Overview of Analyzed Policy Documents
European Commission Communication on ‘the EU Role in Global Health’ (2010) 
United Kingdom 
Health Is Global: A UK Government Strategy 2008-2013
UK Government. Health Is Global: An Outcomes Framework for Global Health 2011-2015
DFID Health Position Paper - Delivering Health Results (2013)
Germany Sector Strategy: German Development Policy in the Health Sector (2009)Shaping Global Health - Taking Joint Action - Embracing Responsibility: The Federal Government's Strategy Paper (2013)
France Strategy for International Health Cooperation (2012)The French Strategy in Global Health (2017)
Belgium The Right to Health and Healthcare (2008)
Denmark
Health and Development, a Guidance Note to Danish Development Assistance to Health (2009)
Strategy for Denmark’s Support to the International Fight against HIV/AIDS (2005)
The Promotion of Sexual and Reproductive Health and Rights, Strategy for Denmark’s Support (2006)
Abbreviations: EU, European Union; DFID, Department for International Development.
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Similar to the investment frame, the security frame is also 
defined in a self-interested way, as the main beneficiaries are 
mainly seen to be the donor countries’ own population that 
needs to be protected. Global health funding can contribute 
in two ways to security: either by helping to contain infectious 
diseases in other parts of the world or by contributing to 
social and political stability (which might be at risk due to 
bad health conditions). The security frame motivates long-
term action, following the logic that sustained support 
will ensure sustained national security.36 Nevertheless, 
security-based concerns lead to a main focus on infectious 
diseases. According to Rushton, health security could also 
be conceptualized in a less self-interested way, namely as a 
vital part of ‘human security,’ recognizing a broader range of 
threats and taking the individual/community as the primary 
referent object instead of the (western) state.37 However, the 
infectious disease-focused and state-centric version of health 
security is used more frequently. 
The relation between the international/global health 
distinction on the one hand and different global health 
frames on the other hand has not been theorized in existing 
literature. Being two separate levels, we however expected 
some correlations between them. In ‘international health’ 
strategies, we expected the ‘charity’ and ‘social justice’ frames 
to be dominant, while ‘global health’ strategies would relate 
more to the ‘investment’ and ‘security’ frames. The reason 
for these expectations is two-fold. First, and from an interest 
perspective, ‘global health’ partly originated because of the 
increasing awareness of Western states’ own interests in 
external health policy, we could expect that the self-interested 
frames would be more dominant. Second, and from an 
institutional perspective, the actors involved in ‘global 
health’ strategies may be more interest-oriented than those 
involved in ‘international health’ strategies. Framing analysis 
pays specific attention to how actors and institutions frame 
issues in a particular way.10,17 We can expect that dominant 
frames will differ depending on which institution within the 
country takes the lead in formulating a global health policy. 
Since ‘international health’ policies are mainly developed 
by the development cooperation ministry, charity or social 
justice frames would be more dominant. On the other hand, 
‘global health’ strategies are developed following a ‘whole-
of-government approach,’ involving several ministries 
and departments. Here, the dominance of one or another 
frame may be linked to who had the biggest voice in the 
debate. However, the exact relationship between the two 
layers remains unclear; for instance there might be security 
concerns involved in ‘traditional’ ‘international health’ 
assistance whereas ‘global health’ strategies may also include 
social justice concerns. Ultimately, the two-layered typology 
needs to be examined more systematically as will be done in 
the next section. 
Results and Discussion
The Notion of ‘Global Health’ Within the European Union
With regards to how the external dimension of health is 
perceived – the distinction between ‘international health’ and 
‘global health’ – we find that there are two groups among the 
selected donors and that this corresponds to the institutional 
actors involved in the formulation of the strategy. 
First, the European Commission and three Member States, 
namely the United Kingdom, Germany, and France, have 
developed a ‘global health’ strategy over the past years. These 
policy documents focus on the health impacts of globalization, 
the shared risks and threats and the need for a truly global 
action. The global health policy documents were developed by 
several Ministries or Directorate-Generals and were therefore 
presented as whole-of-government strategies. 
Within the United Kingdom the Department of Health 
led an inter-ministerial working group for Global Health, 
which coordinated the development of the 2008 strategy 
and would oversee its implementation.38 The group included 
representatives of a wide range of departments[4], with the 
Department of Health, the Ministry of Defense, Department 
for International Development (DFID) and the Foreign and 
Commonwealth Office being the most important. For the 
development of the German strategy several ministries were 
involved as well claiming that “the federal ministries involved 
already regularly share their information and experience on 
current and planned activities in the field of global health. 
When needed, this instrument will be expanded.”39 However, 
it is unclear from the Strategy which ministries are actually 
involved. Bozorgmehr and colleagues also criticized the lack 
of clarity on how the inter-ministerial collaboration would be 
effectively arranged.31 In the case of France, we could literally 
see the evolution from ‘international health’ towards ‘global 
health.’ In 2012, the Directorate-General of Global Affairs, 
Development and Partnerships of the French Ministry of 
Foreign and European Affairs developed an ‘international 
health’ strategy. While stating that “the important pace of 
globalization has increased the cross-cutting nature of health 
threats and demonstrated the shared benefits of universal 
Table 2. Typology of Global Health Frames
Frame
External Health
International Health Global Health
Charity Social Justice Investment Security
Purpose Fight absolute poverty Reinforce health as a social value and a human right
Maximize economic 
development
Combat infectious diseases and 
contribute to social and political stability
Main beneficiary Partner countries Partner countries Donor countries Donor countries 
Commitment towards IHA Ad-hoc, unpredictable Long-term Long-term Long-term
Main focus Popular themes of victimhood and emergencies
Health systems and primary 
healthcare Disease-specific Disease-specific
Abbreviation: IHA, international health assistance.
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access to quality care,”40 the strategy focuses only on the 
development aspects of health. In 2017 however, a ‘global 
health’ strategy was developed, led by the same Directorate 
General, but in close collaboration with other ministries 
and agencies[5]. The 2010 Communication of the European 
Commission was launched by three directorates-general, 
namely DG Devco, DG Sanco and DG Research. These three 
DGs are also taking the lead in the further development of 
global health action of the EU as rotating chairs of an inter-
service group on global health.20
However, even within the documents of those countries that 
do refer to ‘global health,’ there is not a clear definition of what 
the concept exactly entails. Only within the global health 
strategy of the United Kingdom a definition is mentioned. 
The European Commission on the other hand, claims that 
“no single definition of the concept exists”6 and the German 
and French strategies do not elaborate on the definition of the 
concept.
The second group consists of Belgium and Denmark, who 
do not have ‘global health’ strategies. They do have policy 
notes on the health sector however, developed respectively by 
DG Development of the Federal Public Service for Foreign 
Affairs, Foreign Trade and Development Cooperation and 
DANIDA (the Danish International Development Agency) 
of the Ministry of Foreign Affairs of Denmark. Given this 
institutional set-up and the exclusive focus on development 
cooperation, these strategies can be considered to be 
international health strategies. 
While the United Kingdom and Germany developed a global 
health strategy in respectively 2008 and 2013 we also analyzed 
the ‘DFID health position paper’ (2013) and the Sector 
Strategy on German Development Policy in the Health Sector 
(2013), which can be considered to be ‘international health’ 
strategies. Interestingly, the ‘international health’ strategy 
from DFID was developed after the ‘global health’ strategy. 
Nevertheless, the DFID position paper did not replace the 
global health strategy, as “it stops short of being a full health 
strategy and so does not contain new policy or a full reflection 
of the whole of the UK government’s health investments in 
developing countries.”41
While European member states such as Belgium and Denmark 
do not have a ‘global health’ strategy, this does not necessarily 
imply that their external health policies and practices 
remain restricted to those of the development department. 
Therefore, the development of a ‘global health’ strategy could 
make all actors involved more aware of each other’s policies 
and responsibilities and could therefore contribute to more 
coherence and visibility of the country’s engagement in global 
health. 
As suggested in the previous section, we expect that the fact 
that some countries have a ‘global health’ strategy, while others 
only have an ‘international health’ strategy, also impacts on 
the framing of the policy documents, as will be discussed in 
the next part. 
Differences in Framing
When looking at the frames within the policy documents, 
we identified 4 main findings which will be explained in the 
following sections. 
1. Absence of Charity Frame
First, the charity frame was almost non-existent in the policy 
documents. There are occasionally some small references 
in the documents that could be linked to this frame, for 
example “one way for us to build a better, fairer world,”42 or 
“an expression of solidarity with the countries.”40 In general 
however, the charity frame is relatively absent. This might 
perhaps not be a surprise as the international development 
discourse of official donors has moved away from charity 
considerations, which may be expected more from some 
non-governmental (including religious and philanthropic) 
organizations involved in development. 
Interestingly, however, the difference between the charity 
frame and the social justice frame – which is much more 
prominent – can sometimes be quite subtle. When referring 
to human rights, this implies a responsibility and obligation 
for countries in a position to assist supporting countries to 
fulfill these rights. However, when referring to values such as 
solidarity and equality, there is a risk that providing assistance 
becomes more optional and voluntary. The latter leans more 
towards the charity frame. 
2. Dominance of Social Justice Frame in “International Health” 
Documents 
The social justice frame is present in the policy documents 
of all donors. However, it is most explicit in the international 
health strategies of all donors, as well as in the global health 
strategy of the European Commission. 
Firstly, these documents often refer to health as a human right. 
This can clearly be seen in the policy document of Belgium, 
which is entitled ‘right to health’ and focuses entirely on 
how to achieve this “inalienable right.”43 The German sector 
strategy of 2009 also had a human rights approach, explicitly 
claiming that “German development policy in the health 
sector pursues a human rights-based approach.”44 Within 
the DFID strategy it was mentioned that “first and foremost, 
better health is an end in itself and a basic human right.”41 For 
Denmark “the rights issue is key,”45 especially when it comes 
to sexual and reproductive health and rights and in the France 
international health document human rights are mentioned 
as a central value. Lastly, the EU’s focus on strengthening of 
health systems should lead to “basic equitable and quality 
healthcare for all without discrimination on any grounds as 
defined by Art. 21 of the Charter of Fundamental Rights.”6
Secondly, some of these strategies make reference to certain 
values and principles in addition to rights. For example, the 
European Commission states that “the EU should apply the 
common values and principles of solidarity towards equitable 
and universal coverage of quality health services in all external 
and internal policies and actions.”6 The international health 
strategy of France mentions solidarity, human rights and aid 
effectiveness as the central values of their strategy, which 
are all three clearly linked with the social justice frame.40 
However, the strategy does not elaborate much on the specific 
understanding of these values.
While the social justice frame is dominant in the ‘international 
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health’ strategies and the Commission communication, there 
are occasional references to the investment and security 
frames as well in some of the documents. Nevertheless, this is 
less prominent than is the case in the ‘global health’ strategies 
of France, the United Kingdom, and Germany. For example, 
the communication of the European Commission often refers 
to the EU’s leading role in international trade, stating that 
this gives the EU “strong legitimacy to act on global health,”6 
but not explicitly referring to the global health-related 
trade interests for the EU. The DFID strategy also links the 
contribution of better health to “higher productivity and 
hence economic growth,”41 but does not link this with UK 
interests. The international health strategy of France refers to 
the ‘collective health security,’ without explicitly referring to 
the protection of its own citizens.40
As we will discuss in the next part, the social justice frame 
also appears to a certain extent in the ‘global health’ policy 
notes of the United Kingdom, Germany, and France, but the 
security and/or investment frames are more dominant in 
these documents. This seems to correlate with differences in 
institutional set-up, as could also be expected from a framing 
analysis perspective. The ‘international health’ strategies were 
developed within the development department only. An 
exception to our initial expectation would be that social justice 
features prominently in the Commission’s ‘global health’ 
strategy. This could be explained by the fact that, although the 
communication of the European Commission was launched 
by three DGs, there was only one commissioner taking the 
lead, which happened to be the development commissioner. 
3. Additional Security and Investment Frames in Global Health 
Documents
Within the German, British and French global health policy 
documents, there is a more ‘fuzzy’ combination of frames. 
The following quotes from the introductions of the strategies 
illustrate the explicit reference to different frames. 
“Global Health interacts with all core functions of foreign policy: 
achieving national and global security, creating economic 
wealth, supporting development in low-income countries and 
promoting human dignity through the promotion of human 
rights and the delivery of humanitarian assistance.”46 
“Health is not only a fundamental human right and one of 
the most valuable possessions any individual can have, it is 
also an essential prerequisite for social, economic and political 
development and stability.”39 
“The diversity of the actors involved makes it possible to take 
into account the diversity of health approaches: development 
and solidarity, economic diplomacy, scientific diplomacy, 
attractiveness, security, bilateral cooperation and multilateral 
negotiations, academic and training exchanges, research, etc.”47 
Again, the institutional factor, namely which ministry is taking 
the lead within the countries, sheds light on these findings. 
The additional focus on security and investment in the global 
health policy documents of Germany, the United Kingdom, 
and France can indeed partly be explained by the fact that 
several ministries were on the table. Ministries of health and/
or foreign affairs would have focused mostly on the security 
aspects, while Ministries of Foreign policy and trade would 
also be stressing the investment arguments. The fact that the 
‘international health’ strategies of these countries do not focus 
much on investment and security confirms this analysis, as 
these strategies were only developed by the development 
departments. The DFID health policy position paper of 2012 
was even developed after the ‘Health is Global Strategy’ and 
mainly focused on health as a human right without referring 
to the security interests of or investment opportunities for the 
United Kingdom. 
While the German, British, and French strategy are all 
combining the three frames, there are nevertheless some 
differences with regards to how the different frames are 
balanced against each other and to what extent self-interest 
is emphasized. 
The French strategy is balancing the three frames equally. There 
are several references to human rights and values such as 
solidarity and equality, which link to the social justice frame. 
The security frame is present as well, given that “strengthening 
international health security”47 is one of the priorities. As was 
the case within the international health strategy of 2012, the 
focus is however more to “protect the world’s population”47 
instead of protecting mainly the French population. On top of 
that, health security is explicitly linked to the strengthening 
of health systems. When it comes to the investment frame, 
there is a focus on how the French expertise related to health 
– referred to as “the brand French healthcare”47– can be 
promoted to improve global health. 
Within the German strategy the self-interest frames are slightly 
taking the upper hand. There are several references to the 
human right to health and values such as universality, solidarity, 
access to high quality healthcare and equal treatment, which 
links to the social justice frame. Nevertheless, there is also a 
clear focus on the security and investment frames, often linked 
to the self-interest for Germany. The security arguments are 
mainly focused on the protection against cross-border health 
threats claiming that one of the goals of the strategy is to 
“ensure the sustainable protection and improvement of the 
health of the German Population.”39 The investment frame 
is also clearly present, as one of the focus areas is “health 
research and the health industry,”39 where it is stated that 
“German health research and the healthcare industry […] can 
make an essential contribution to improving the global health 
situation.”39 Within existing literature, this focus on domestic 
economic interests was criticized, as the strategy does not 
consider global debates on intellectual property rights and 
access to medicines.26,31
Even more so than the German strategy, the British global 
health documents are very much focused on self-interest. The 
2008 ‘Health is Global’ strategy fits the social justice frame 
as it makes a reference to human rights. However, as Labonté 
and Gagnon pointed out, the most prevalent objective of this 
strategy is to benefit the United Kingdom.25 One of the criteria 
used to determine the areas covered in the 2008 ‘Health is 
Global’ strategy was “whether the United Kingdom stands to 
benefit directly from engaging in the issue, for example, where 
there are clear links to the health of the UK population.”42 
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Accordingly, there is a clearly dominant focus on security and 
investment within the strategy. As mentioned in the foreword 
written by Gordon Brown, “global health is a question not 
just of morality but of security as well. […] the first duty of 
any government must be to ensure the safety of its people, 
but this can no longer be achieved in isolation.”42 Interestingly, 
the security arguments not only focus on protecting the 
population against infectious diseases, but there is also much 
attention for possible threats of political instability elsewhere 
for the United Kingdom.
“Poor health is more than a threat to any one country’s 
economic and political viability – it is a threat to the economic 
and political interests of all countries. Working for better global 
health is integral to the UK’s modern foreign policy.”42 
This quote illustrates that the focus is not only on political 
stability but also on economic stability. This connects with 
the investment frame, which can be derived from two main 
arguments made in the document. Firstly, there are many 
references to the link between a healthy population and 
economic stability, productivity and growth. Secondly, the 
specific economic benefits for the UK health industry are 
stressed with one of the objectives being “the enhancement 
of the United Kingdom as a market leader in well-being, 
health services and medical products.”42 The dominance of 
the security and investment frames was even more apparent 
in the 2011 outcomes framework, which aimed to “reassure 
the UK’s security and prosperity at home, and UK citizens’ 
interests overseas.”46 Furthermore, while there was still a brief 
reference to human rights in the 2008 document, there was 
none in the framework. 
Our findings confirm our expectation that global health 
strategies would focus more on the economic and security 
frames. On the one hand, this could have the positive effect 
of lifting the topic of global health higher on the policy 
agenda and increasing the visibility of a country’s engagement 
in global health. As mentioned before, despite the moral 
obligations to fulfill and respect human rights, there is still a 
great level of ‘optionality’ and ‘voluntariness’ involved with the 
social justice frame. The security and investment frames that 
focus more on the self-interest for Western countries could 
potentially make it more easier to legitimize the need to invest 
in Global health. Perhaps not accidently, Germany, the United 
Kingdom, and France are among the most prominent funders 
of global health initiatives. However, countries engaging in a 
global health approach should be careful that interest-based 
motives (security and investment) are in balance with social 
justice considerations. Otherwise there is the possibility of 
foreclosing certain areas of action that are of less interest for 
countries providing assistance. 
Conclusion 
Global health has appeared highly on the international 
agenda over the past two decades. Also the EU and most of 
its member states have been active in this area. The European 
Commission has been and remains an important actor in 
global health, while at the same time common strategies 
for global health have been developed at the EU level. 
Nevertheless, member states remain important bilateral 
players in this field as well. Against this backdrop, this article 
aimed to analyze to what extent a common ‘EU’ vision in 
global health might have emerged? In order to answer this 
question, we engaged in a framing analysis of relevant 
policy documents of the European Commission, the United 
Kingdom, France, Denmark, Belgium, and Germany.
It became clear that the concept of ‘global’ health has not yet 
gained ground within the policy documents of all member 
states. The European Commission and three Member 
States, namely the United Kingdom, Germany, and France, 
developed a ‘global health’ strategy over the past years. These 
were elaborated through a whole-of-government process and 
have a comprehensive approach. In contrast, the relevant 
policy documents of Belgium and Denmark were elaborated 
within the development departments and focused only on 
developing countries, implying that these can be considered 
to be ‘international health’ strategies. Taking this into account, 
the framing analysis has shown a mixed picture regarding the 
existence of an ‘EU’ vision. The ’international health’ strategies 
and the communication from the European Commission 
clearly hold a social justice frame, stressing values and human 
rights. While the social justice frame is also apparent, at 
least to some extent, in the ‘global health’ strategies of the 
United Kingdom, Germany, and France, the security and/or 
investment frames are more dominant in these documents. 
There are nevertheless differences in the extent of how much 
self-interest is stressed within the strategies.
Based on these findings, we can conclude that the existence of 
an ‘EU’ vision on global health is questionable. This is coherent 
with the analysis of Battams and Van Schaik that global health 
created potential tensions for both the coherence between EU 
member states and EU institutions, as well as the coherence 
between health policy experts and specialists in other areas 
such as development or foreign policy.48 
The absence of a single EU frame for global frame may not 
be problematic from a normative perspective – even if it goes 
against ambitions formulated by the European Commission. 
However, if the EU wants to be a credible and effective actor 
in global health, there is a need for European policy-makers 
to engage more in deliberations on what exactly their global 
health policies imply. In this context, member states that 
hold to a traditional ‘international health’ approach could 
consider the modernization towards a global health approach, 
in line with advances in global health thinking at the level 
of the EU, the WHO, and other international institutions, 
whereas countries engaging in a global health approach 
should be careful that interest-based motives (security and 
investment) do not out-balance social justice considerations. 
Such deliberations would at least foster further debate on 
how global health could and should be pursued by important 
donors such as the EU and its member states and how 
synergies between different actors and approaches could be 
pursued. Given the diversity in approaches, a ‘division of 
labor’ that acknowledges existing differences between the EU 
and its member states may be more feasible than a ‘common’ 
EU policy. 
Building on these insights, whilst addressing some limitations 
of this article, further research is needed on several aspects. 
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First, more explanatory research could be done on the 
observed differences between Member states. Why are the 
United Kingdom, Germany, and France the only member 
states with a global health strategy? And how can we explain 
the differences in framing? We highlighted differences in 
institutional set-up as one explanatory factor, but other factors 
related to domestic politics should also be considered. Second, 
the implementation and operationalization of the ‘global’ 
health/’international’ health strategies should be examined. 
While we reflected on the potential foreclosing of certain focus 
areas due to certain framings, more empirical research should 
be conducted to analyze whether and how different framings 
by member states indeed translate into different political 
practice. Several case studies could be examined in this 
regard, for example, the EU and member states’ approaches 
to the recent Ebola outbreak in West-Africa. Third, future 
research could look into coordination (eg, a ‘division of 
labor’) on global health between EU member states. A critical 
investigation of Brussels-based coordination mechanisms 
such as the EU Member states Experts Group on Global 
Health, Population and Development might be helpful in this 
regard, in addition to field work on European coordination 
and division of labor within developing countries. Fourth and 
finally, the two-layered typology could be further theorized, 
benefiting from extended research on global health policies of 
other member states. 
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Endnotes
[1] For example, GAVI, the Vaccine Alliance in 2000, the Global Fund to Fight 
AIDS, Tuberculosis and Malaria in 2002 and the US President’s Emergency 
Plan For AIDS Relief (PEPFAR) in 2003.
[2] For Denmark, we also analyzed the specific strategies for HIV/AIDS 
and sexual and reproductive health and rights, as the general health and 
development policy note mentions that the Danish development assistance in 
health is underpinned by these two strategies.
[3] For reasons of simplicity, the term global health is used in this article as 
an overarching term for both ‘international’ and ‘global’ health. When referring 
to the semantic difference between both terms, the terms ‘international’ and 
‘global’ health will be put between quotation marks.
[4] The working group includes Ministers from the Department for Business, 
Enterprise & Regulatory Reform, Department for Children, Schools and 
Families, Department for Environment, Food and Rural Affairs, Ministry of 
Defense, Department of Health, Department for Innovation, Universities & 
Skills, DFID, Foreign and CommonwealthOffice, Home Office, HM Treasury, 
and the Northern Ireland Government.
[5] The Ministry of Social Affairs and Health and its agencies, the Ministry 
of Higher Education and Research, the Ministry of Economy and Finance, 
the Ministry of Agriculture, Food and Forestry, L’Agence Française de 
Développement (AFD) and Expertise France.
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IN THE DEMOCRATIC REPUBLIC OF CONGO1 
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Introduction 
The main purpose of this article is to map and evaluate European and international 
donor coordination on health assistance in the Democratic Republic of Congo (DRC). 
Examining four relatively successful and hitherto undocumented case studies within 
the health sector donor coordination group, the Groupe interbailleurs Santé (GIBS), we 
want to make an empirical contribution to the literature on health coordination. At 
the same time, we hope to add to the theoretical state of the art by shifting the 
attention from a sole focus on constraints to also highlight some enabling factors for 
coordination.  
Our analysis starts from two premises. First, the importance of donor coordination is 
undisputed. Notwithstanding the numerous constraints against effective coordination 
that have been illustrated in existing studies and that are highlighted by policy-makers 
involved in coordination processes, there is a widespread scholarly and policy 
consensus that donors should coordinate for the purpose of aid effectiveness. 
Overcoming the problems of aid fragmentation through donor coordination is all the 
more crucial in fragile states, such as the DRC, where ineffective development 
programmes are more likely to occur (Bigsten & Tengstam, 2015; Leblanc & Beaulieu, 
2006; OECD, 2011). The European Union (EU), the largest donor of development aid in 
the world and an active promotor of donor coordination, has also prioritized 
coordination as a main strategy to help overcoming fragility in Africa (EU 2016, 2017).  
Second, health has long been recognized as a key development concern. This can be 
seen from the importance of health in the Millennium Development Goals (MDG 4, 5, 
6) and the Sustainable Development Goals (SDG3). Again, this has also been endorsed 
by the EU and its member states, as can be seen from the European Commission 
Communication on the EU Role in Global health (European Commission, 2010) and the 
                                                   
1 Chapter for the book “ The EU and the emerging global order” (in press), edited by Malena Rosén 
Sundström & Rikard Bengtsson 
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subsequent Council conclusions on this topic (Council of the EU, 2010), as well as the 
new European Consensus on Development (Council of the EU et al., 2017).  
Health assistance in developing countries is typically characterized by a large 
proliferation of different donors who work through various aid modalities (ranging 
from projects that focus on specific diseases to funding of governmental programmes), 
which further evokes the need for effective coordination in this area. Given the 
problematic health situation in the DRC (under-five mortality rate of 98,3 per 1.000 
live births; maternal mortality ratio of 693 per 100. 000 live births; 106 deaths due to 
malaria per 100.000 people (UNDP, 2016)), several donors have for many years 
attempted to intervene on issues such as malaria, child mortality, sexual and 
reproductive health, and the country’s health system at different levels of governance. 
While several studies have analyzed donor coordination in health in sub-Saharan 
Africa (e.g. Hill et al, 2012; Sundewall & Sahlin-Andersson, 2006), there is to our 
knowledge no recent literature on recent coordination initiatives in the DRC. 
Starting from these premises, we aim to better understand donor coordination in 
health by mapping and evaluating four recent cases in the DRC. Interestingly, we find 
that, taking into account the inherent constraints to development and coordination in 
fragile states, the GIBS has been a relatively successful platform for donors to 
coordinate their health-development policies and provide some alignment with the 
government. Donor coordination within the GIBS includes most relevant (EU and non-
EU donors in the health sector) and seems more promising than would have been 
expected given the difficult circumstances in the DRC, diverging ideas amongst donors, 
limited ownership of the Congolese government, and limitations to only ‘soft’ 
coordination mechanisms.  
Importantly, this observation leads us to discuss not only constraints against 
coordination – which have been repeated over and over again in many studies – but 
also some enabling factors. In doing so, we hope to set the ground not only for more 
in-depth empirical research but also for more systematic comparative research into 
the dynamics behind donor coordination and its impact on the ground. 
The study is based on two different but interrelated research projects. First, a doctoral 
project2 on the role of the EU and its Member States in international health assistance, 
for which Lies Steurs and Jan Orbie conducted explorative interviews with 29 
respondents (4 in Belgium from July-October 2015, 25 in Kinshasa in November 2015) 
and attended a GIBS meeting as observing participants (Kinshasa, November 2015). 
Second, a study for the Practitioners’ Network on European Development Cooperation 
(Orbie et al, 2017) on European coordination in fragile states, for which Jan Orbie, Lies 
                                                   
2 Financed by the Flemish Interuniversity Council for University Development Cooperation (VLIR-UOS) 
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Steurs and Yentyl Williams did semi-structured telephone interviews between 
January-April 2017. Interview data were triangulated with primary and secondary 
sources where available. The four case studies emerged from the interviews as being 
the most relevant ones (see below).3 
The article is structured as follows. First, we provide a summary of the case for donor 
coordination in fragile states. Second, we give a general overview and evaluation of 
different coordination mechanisms on health in the DRC. Third, we describe and 
evaluate the role of the GIBS, which turned out to be the most relevant coordination 
forum. Fourth, we examine coordination within the GIBS more thoroughly through 
four case studies: medicines, single contracts (contrats uniques), per diems, and 
salaries (primes). Fifth, we discuss the main findings with specific attention for the 
enabling factors for donor coordination. Although this chapter does not put the focus 
specifically on the EU, in this final section we will also touch upon some relevant 
findings on the role of EU donors in donor coordination in the DRC. 
Health Coordination in the DRC  
The conflict situation in the DRC during the 1990s led to ad-hoc, uncoordinated and 
vertical (disease-specific) interventions in the health sector, mostly implemented by 
international NGOs. Since the beginning of the 2000s, several donors restarted their 
bilateral development cooperation programs (Fig 1), but donors largely used parallel 
systems. This posed several problems for an already fragile health system. In addition, 
the absence of leadership of the Ministry of Health (MOH) posed a major problem. 
Despite this difficult context, the country has received an increasing amount of 
international health assistance (Fig 2). Amongst the main donors in the health sector 
are the EU and several of its Member States (Belgium, France, Germany, Sweden and 
the UK, and to a lesser extent the Netherlands and Italy), the US, Japan, Canada, 
Norway, the World Bank, the UN, Global Fund and GAVI. 
                                                   
3 We are grateful to the members and staff of the Practitioners’ Network on European Development 
Cooperation, as well as to Dr Balazs Szent-Ivanyi , for valuable feedback on earlier versions. 
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Fig 1 & Fig 2: Total number of donors in health sector & Total Development Assistance to 
Health in the DRC (own calculations, based on IHME's DAH database 1990-2016)  
 
There have been several efforts to coordinate health support since the early 2000s. 
The main coordination mechanisms are the GIBS (previously GTS), the CNP and the 
CCM. In the remainder of this section, we will provide a brief overview and evaluation 
of these three coordination mechanisms.  
First, the ‘Groupe Thématique Santé’ (GTS) was launched in 2001 in order to 
coordinate the health sector in the DRC. Although the GTS came at the impetus of the 
EU, which also started to coordinate more in other sectors, it was quickly decided that 
also non-EU donors and UN organizations would be involved. The objective of the 
group was to create synergy and complementarity among donor partners in line with 
the vision of the Congolose government (Termes de référence du Groupe Thématique 
Santé). In 2005-2006, the MOH adopted a sector strategy called ‘Stratégie de 
renforcement du système de santé (SRSS)’, which was developed in collaboration with 
the developing partners. Through a common declaration the donors pledged to align 
with the SRSS. At the same time, the Groupe Thématique Santé was relaunched as the 
GIBS. 
Second, there were also developments within the MOH to improve coordination in the 
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place, named ‘le Comité National de Pilotage du Secteur de la Santé’ (CNP-SS). While 
the GIBS only includes donors, the CNP-SS would be government driven. The 
committee is chaired by the MOH and comprises several governmental and non-
governmental actors. At provincial level, steering committees, called the ‘Comités 
Provinciaux de Pilotage’ (CPP), were also established.  
Third, the Country Coordination Mechanism (CCM) constitutes a coordination 
mechanism to manage the funds of the Global Fund. The CCM coordinates, supervises 
and evaluates the activities funded by the Global Fund (Zinnen 2012). It includes 
representatives from government, the private sector, donor agencies, civil society and 
communities living with HIV/AIDS, TB and malaria. Currently, France and the US are 
the bilateral donors attending the CCM. There have been efforts to integrate the CCM 
in the CNP, but it still largely continues to function as a separate structure.  
Fig 3: Health coordination in the DRC: Overview 
 
In the remainder of this article, we focus on coordination with the GIBS. First, due to 
the weak leadership of the Ministry of Health, the CNP is encountering several 
challenges (for example irregular meetings), which makes that it is considered not to 
be an efficient and effective platform. Second, the CCM is a relevant platform, but it 
only concerns the Global Fund. In addition, the CCM does not play a clear coordinative 
role and the number of donors that are members is limited (bilateral donors typically 
only have one or two representatives in a CCM, in the DRC these were France and the 
US in 2015/2016). Third, this is in contrast to the GIBS, which is recognized to be the 
key platform for coordination in health in the DRC. Moreover, as will become clear in 
the next sections, the GIBS has been relatively successful in forging coordination. 
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The central role of the GIBS  
The GIBS plays a key role in health coordination in the DRC. This section provides a 
brief description and evaluation of this coordination platform. 
When the GIBS was established in 2005, its Terms of Reference (GIBS, 2005) stressed 
that: (1) the GIBS members support the coordination efforts from the government 
side, (2) coordination should go beyond the stage of simple information sharing, and 
(3) effective coordination is even more necessary given the start of several new 
financial initiatives (such as the Global Fund, the European Development Fund, some 
programs from the World Bank, etc.). 
The GIBS currently includes 19 donors (countries, development agencies, international 
organizations): Germany, Belgium, World Bank, Canada, KOICA (South Korea), DFID, 
Global Fund, France, GAVI, JICA (Japan), WHO, UNAIDS, Sweden, European Union, 
UNFPA, Unicef, USAID, Bill and Melinda Gates Foundation, Switzerland (based in 
Bukavu). Despite this wide membership, some members are more active than others, 
as will become clear in the case studies. There seems to be a discussion as well on 
whether implementing agencies should be invited in the GIBS as well (for those donors 
who have this division). The first Terms of Reference of the GIBS (2005) stated that the 
members consisted of ‘bi- and multilateral donors, possibly represented / supported 
by their technical agencies'. But currently, no technical partners are officially involved 
in the GIBS.   
The GIBS has a rotating chairmanship. Over the past years, the following 
countries/organizations have been the chair: Belgium (2006-2007), Canada (2008-
2009), European Union (2010-2011), United States (2012-2013), UNICEF and vice-chair 
DFID (2014-2015), DFID (2016-2017), and the European Union again since March 2017. 
In addition to the plenary GIBS meetings that take place on a monthly basis, there are 
also thematic sub-groups that correspond with the technical committees within the 
Comité National de Pilotage: (1) human resources, (2) medicines, (3) health services 
(4) health financing, (5) governance and decentralization.  
Interviewees involved in (health) coordination in the DRC evaluate the GIBS as a 
relatively successful forum for donor coordination. There is a consensus among 
interviewees that the GIBS is working much better than coordination platforms in 
other sectors in the DRC. Several even stressed that it is considered as an example for 
donor coordination in other sectors within the country. Some interviewees with 
experience on health coordination in other countries also emphasized that the GIBS 




Specifically, three positive features of the GIBS are stressed. First, interviewees were 
very positive about the ‘chartre de partenariat’, which they consider as a major 
achievement as the principles are quite far-reaching. In 2014, the ‘chartre de 
partenariat’ was signed by all partners, which aimed to «define the principles and 
mechanisms that will guide the behaviour of those donors gathered within GIBS” (GIBS, 
2014). Second, the GIBS is seen as very valuable for information sharing. As observant 
participants at a GIBS meeting in November 2015, we witnessed the presentation of 
cartography of health assistance in the DRC, which made it clear that donors often did 
not know about who is doing what in which region. Third, several interviewees 
emphasize that the GIBS’ role effectively goes beyond information sharing, as they are 
also discussing policy issues and harmonizing administrative issues, as will also be 
illustrated in the case studies below. 
Despite this relatively positive evaluation, interviewees also mention two main weaknesses 
of coordination through the GIBS. Firstly, there is limited ownership of and alignment with 
the government. Several stakeholders – including donors – criticize the GIBS for working 
totally parallel from the CNP. The lack of leadership of the Ministry remains a huge challenge, 
but the idea of the GIBS creating a ‘parallel’ government can be considered as being 
problematic as well. In line with this, some interviewees claimed that the GIBS works 
‘reactively’ (instead of proactively), depending on the priorities of certain active donors. 
 
“It seems that the GIBS remains a parallel group to the Comité National de Pilotage. Even if 
not all donors want this .” (interview 26) 
 “It is the basic problem, if you are not able to align, you cannot harmonize as I see it. They go 
hand in hand.” (interview 30).  
To be sure, there are continuous efforts to try to align more and involve the 
government on policy-related decisions. The fact that the GIBS five thematic sub-
groups are the same as the CNP technical working groups (see Fig 3), also illustrates a 
principled willingness to align. The representative of the EU who is currently chairing 
the GIBS wants to make it a priority to involve the Ministry more, but she also notes 
that this remains a challenge given the current political situation. The extent to which 
the GIBS effectively achieves alignment with the partner government remains to be 
researched, as will be done in the case studies below.  
Second, it proves difficult to implement commitments. Even when agreed principles 
within the GIBS go beyond information sharing, it can be difficult to put them in 
practice. For example, the Chartre de Partenariat states that the national system of 
medicines will be used but it is unclear to what extent this has been adhered to by 
donors. The same is true for the agreement on per diems. Again, further case study 




Although the GIBS is considered a relatively successful instance of donor coordination, 
we need to take a closer look at cases of health coordination to make a more profound 
evaluation of its success. In this part, we will attempt to do this by focussing on four 
cases of health coordination within the GIBS: medicines, contrats uniques, per diems 
and primes. These four cases are selected because they constitute the major topics of 
discussion within the GIBS in the previous years. Therefore, they are the most 
representative to describe and evaluate this coordination practice. The four cases also 
display a degree of diversity as they have been discussed in different sub-groups (with 
different donors and chairs) namely the sub-group human resources (per diems and 
primes), medicines, and health financing (contrats uniques). Moreover, the four cases 
display interesting similarities and differences: both per diems and primes concern 
payments by donors to government officials of the partner country, but the former are 
temporary and the latter are more structural; both medicines and contrats uniques 
concern health plans at governmental level, but the former topic is specific whereas 
the latter is generic. 
Medicines 
The question of procurement and distribution of medicines has been one of the major 
debates at the GIBS in recent years. It stems from an intensive discussion between 
donors on the use of the current system. In 2002, a national system for the 
procurement and distribution was developed, the SNAME (Système National 
d’Approvisionnement de Médicaments). This pharmaceutical policy is based on two 
principles: centralization of procurement and decentralization of distribution. The 
central strategy document in this regard is the PNAM (Programme National 
d’Approvisionnement de Medicaments essentiels). Relevant institutions are the CDRs 
(Centrales de Distribution) that distribute medicines and that are united in the 
FEDECAME (the central organization that is responsible for buying and distributing the 
medicines). 
As there were several problems with the system, most donors were not using it. This 
created a fierce ideological debate between those donors (mainly Belgium and the EU) 
who fully support the system and make use of it in their programs, and most others 
donors who do not trust it and prefer parallel systems. The EU and Belgium claim that 
by not using the system and preferring parallel systems, the government system had 
no way of improving and – on the contrary – it got destroyed.  
“The drama now is that a shop without customers, well, it closes” (interview 33) 
The 2014 Chartre de Partenariat makes some progress in this regard, as it states that 
the GIBS members will make use of the SNAME: “the support and the use of the 
national budgetary supply system for health and the improvement of its 
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implementation rate” (GIBS, 2014). Nevertheless, this engagement still needed to be 
put in practice. In 2015, the plan national stratégique for the SNAME expired and a 
new one needed to be developed. Taking into account the principles of the Chartre de 
Partenariat, this was a good opportunity to develop a new plan to bring together 
everyone. The GIBS donors hired consultants to assist the government in developing 
the new plan.  However, several donors – especially those who were strongly 
supporting the use of the national system – claimed that the final document was 
totally contradictory to what should be done and some felt that the strategy would 
actually weaken the system rather than strengthen it, as it was taking a market 
approach and wanted to focus more on involving private actors.  
This caused a big fight among the donors, and it was difficult to reach a consensus 
within the sub-group medicines. The chair of the GIBS organized bilateral meetings 
with all members to get a better view of each donor on this topic. In the end, it was 
agreed to hire a new consultancy study. These consultants had more experience with 
the Congolese context and were more closely involved with all partners and the 
ministry.  
As a result, an agreement on a new strategy was finally agreed in April 2017. One 
European participant emphasizes the relevance of having this agreement by stating 
that it enables all actors (the government, the donors as well the implementing 
partners) to align to the same system (interview 32). Furthermore, the 
implementation of the strategy should avoid distortions in the system, with regards to 
the availability, quality and accessibility of medicines (ibid.).  
The medicines case showed that despite very different visions, it is still possible to 
reach a consensus with the donors. In addition, the efforts to involve the ministry can 
be considered to be quite successful. Ideally, the new strategic plan will enhance the 
capacity of the country to procure and distribute medicines. Nevertheless, the case 
also showed some weaknesses. The first version of the plan was a failure, which was a 
waste of time and money. Furthermore, it remains to be seen whether partners will 
finance the plan and whether they will align with the system in their own programs. 
Contrats Uniques  
The second case also concerns a donor-steered plan for adoption by the government, 
yet this time at provincial level. In line with the ongoing decentralization process in the 
DRC, in each province Divisions Provincials de la Santé (DPS) have been created. The 
main goal of the DPS is to support health zones in order to provide health services to 
the population. However, these DPS are poorly financed or financed in a very 
fragmented way. This became clear after a joint mission of donors in July 2014 in the 
province ‘Equateur’ as well as through a study of the DEP. 
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Consequently, the donors and the government launched the idea of a contrat unique, 
which would be agreed by all donors active in a province, and which has the main 
objective of “federating the means in a harmonized vision around the DPS” (CNP, 2016, 
p.3). The DPS will make one annual plan (le plan annuel opérationnel, PAO) and all 
financing should be aligned with this plan. This allows for more transparency, less 
duplication, more alignment and facilitation of the dialogue with the provincial health 
authorities. In each province, the contrat unique will be signed by one donor or 
technical agency, which will also be responsible for the follow-up. 
Discussions on the contrat unique started in 2014. By the end of that year, an 
agreement was reached on the principle, and in April 2015 a workshop was organized 
in Matadi, chaired by the Secretary General of the MOH, where the content of the 
contrats uniques were discussed. Since then, discussions on implementation are 
ongoing. In July 2016, a joint mission by the Secretary General, the DEP and the donors 
took place to start the process of the contrats uniques in two pilot provinces: Nord and 
South Kivu. The contrat unique for Kwilu is at an advanced stage and will be signed by 
BTC in the name of all relevant donors and agencies (interview 31).  
The main strength of this initiative is that it provides a framework for alignment of 
donors working in health in provinces. However, it is important to note that funding is 
only put together in a ‘virtual’ way. At this stage, there is no agreement for real 
‘physical’ joint funding. Donors will use their own procedures and the DPS will be 
supported to work with this variety of procedures (CNP, 2016, p. 7). 
In the long term, it might be possible to move towards joint procedures or even joint 
funding. However, for the moment the donors agree that the country and the 
structures are not ready for this (interviews 68 & 39).  
For now, the main value of the contrat unique is that (1) it provides a framework for 
information exchange, which could (2) potentially involve more transparency, a better 
division of labour and complementarity within provinces, (3) in a way that is aligned 
with the governmental authorities. As the plan is flexible and does not involve any 
pooled funding mechanism, a wide range of partners could be involved. However, this 
flexibility can also be considered as a weakness. More generally, one interviewee 
emphasizes that the development of contrats uniques should be seen as an interactive 
process from which donors will be able to learn (interview 31). It is however too early 
to say what the impact of this learning process would be and to what extent the 




As in every development context, also within the DRC donors pay per diems (also 
referred to as daily substance allowance) to government officials when they have to 
go outside the capital, for example to cover costs for their accommodation. The 
diversity of rules on this created a competition between donors whereby officials 
would prefer to go on a mission with partners paying more rather than with partners 
who pay less. Especially the UN agencies were paying high amounts of per diems, 
which other partners could not afford to pay. This problem was particularly clear in 
the health sector in the DRC. Consequently, the donor community within the GIBS has 
aimed to harmonize the practices of paying per diems.  
A first agreement among the donors was reached in 2012. In 2016, this agreement was 
revised to take into account the changes with regards to the decentralization. The GIBS 
agreed that they would apply the UN 2015 scale starting from April 2016 for each new 
project. For ongoing projects, it was advised to discuss the alignment with this scale 
with the ministry.  
“The present document serves as a reference for the GIBS and constitutes an internal tool for 
harmonizing its interventions. It comes into effect on 1 April 2016 for each new project. 
However, it is suggested to partners with projects running since more than one year, to 
negotiate with the MSP to align them to this new scale.”(GIBS, 2016)  
The GIBS will revise this agreement every 3 years.  
The strength of this initiative is that donors managed to sign an agreement. 
Remarkably, health is the first and only sector within the DRC where an agreement on 
harmonizing per diems has been reached. As such it is also perceived as a frontrunner 
and a model for other sectors (interview 31). Ideally, the agreement would entail less 
competition amongst donors who pay per diems, increase transparency and reduce 
perverse effects. However, it seems that implementation is still lacking behind, in 
particular for those programmes that were initiated before the agreement (interview 
39). Implementation might also be impeded by the fact that donors are often using 
several instruments and implementation partners (interview 31). This makes it difficult 
to check whether the rules are applied. Internal communication remains a challenge. 
As an effort to deal with this challenge, the GIBS invited representatives of NGOs 
during the discussions, to inform them about the decisions. Another weakness is the 
fact that this issue is difficult to discuss with the government, as the officials have a 
direct and personal stake in it. As one interviewee explained, government officials are 
sometimes purposely trying to organize or attend meetings outside of Kinshasa, as 




As in every development context, also in the DRC some donors pay salaries (primes) of 
health care workers. However, not all donors agree that they should pay salaries, as 
some claim that it is the responsibility of the government. In addition, among those 
donors that pay salaries, there are significant differences in the amount of money paid. 
Because of a lack of transparency, some health workers might also receive primes from 
several donors at the same time. Consequently, efforts are made to harmonize this 
and to progressively diminish the payment of salaries.  
Discussions on this already started in 2006 and an agreement was reached in 2012. 
However, as not everyone adhered to this agreement, the discussion was re-opened 
in 2014. Donors tried to reach agreement with the government as well, but as the 
positions between the Ministry and the donors did not converge, no agreement was 
reached. In 2015, the GIBS launched a new technical note in which donors agreed to 
apply the principles of the agreement of 2012. The main principles are that (1) the 
total amount of the salary and primes paid to an individual should not exceed the 
maximum scale of the GIBS 2012 agreement and (2) in case no reliable information 
exists on the total salary of an official, a coefficient of 60% should be used on the 2012 
scale.  
However, within this technical note it was stressed that it is a temporary measure until 
a final agreement would be reached. Until today, this technical note of 2015 is 
followed up by most of the donors. The Global Fund and UNICEF are actively following 
up on data management systems to trace the implementation of the primes (interview 
31).  
The (temporary) agreement on the primes is a success in the sense that an agreement 
was reached among donors, and most donors are currently adhering to this. However, 
implementation challenges are present here as well, and the difficult relationship with 
the government is a huge challenge for moving forward on this topic. Donors want to 
reduce the payment of primes, as the state should be the sole responsible for paying 










Table 1: Strengths and weaknesses of the 4 cases 
 
Discussion and conclusion 
While a systematic comparison between the four cases is impossible because of 
differences in set-up, objectives and timing, the overview of the strengths and 
weaknesses of each case (see Table 1) makes it possible to further evaluate the relative 
success of the GIBS and to point at some explanatory factors.  
Indeed, the four cases further substantiate the initial finding that donor coordination 
within the GIBS has been relatively successful. ‘Relative’ implies, first, compared to 
donor coordination in other sectors in the DRC, and second, taking into account the 
difficult environment for donor coordination. The latter implies the fragile state 
context (weak state apparatus), limited ownership by the government (GIBS donor 
forum taking over the role of the ministry-led CNP), ideological divergences amongst 
donors (especially in the medicines case), and the ‘soft’ approach to coordination 
(beyond information sharing but not involving common funds or binding decision-
making). The four cases confirm that the strength of the GIBS lies not only in its 
functioning as a platform for information sharing, but more importantly also in its 
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ability to coordinate policy issues (e.g. medicines) and harmonize administrative issues 
(e.g. per diems).  
One weakness that came out of the general evaluation of GIBS, namely uncertainties 
on effective implementation, was confirmed in the case studies. Even when decisions 
achieved within the GIBS constitute clear steps forward for improved coordination, it 
remains to be seen to what extent the donors will implement these in practice. 
Interestingly, however, the critique of limited alignment was nuanced as we could 
witness forms of indirect alignment in the medicines and contrat uniques cases. The 
medicines case is essentially about strengthening capacity of national systems of 
procurement and distribution. The contrat unique aims to facilitate dialogue with 
provincial authorities and provide a framework for alignment with provincial 
authorities. Although the DRC government is not officially involved in the GIBS, this 
points to some degree of ownership and alignment. To be sure, ownership and 
alignment remain limited, and to some degree we may even witness ‘upside down 
ownership and alignment’ whereby donors dictate the partner countries’ policies. 
However, GIBS initiatives appear more embedded within governmental programmes 
than one might expect in a fragile state context such as the DRC. 
Not surprisingly, each of the four cases illustrates the significant constraints against 
donor coordination that are well documented in the literature. The weakness of the 
partner government, visibility concerns of individual donors, budgetary and 
administrative complexities, political sensitivities, commercial interests, and time and 
staff constraints have all been cited by interviewees. What is more interesting than 
another enumeration of constraints against coordination, however, is to analyze which 
are the enabling factor that make these cases – relatively –successful. Why is it that 
despite the challenging contexts, donors in the health sector in DRC have managed to 
achieve some relative successes in coordinating their approaches?  
First, a number of institutional factors can account for the general functioning of the 
GIBS. The permanent secretariat of the GIBS plays a very important role, as it is 
considered to be the institutional memory of the GIBS. The regularity of the meetings, 
the active role of the chair and the division of thematic sub-groups that correspond 
with the technical committees within the CNP have also been quoted as facilitating 
factors for donor coordination. Furthermore, there is a broad membership, including 
donors such as the Global Fund, GAVI, KOICA (South-Korea) and the Bill and Melinda 
Gates foundation, who are not always involved in health donor groups in other 
countries.  
Second, this provides an enabling context for committed individuals towards 
coordination. For example, the former representatives of the EU Delegation, the 
Belgian Delegation, and the World Bank played an important role in the first years of 
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the GIBS. They were sometimes referred to as ‘the 3 musketeers’. Also, the person 
who has been the permanent secretary of the GIBS in the past ten years has been 
lauded by many interviewees for her competence to “coordinate the coordinators”. 
GIBS participants are a mix of practitioners and diplomats, but also the latter often 
have a good knowledge of health issues (e.g. because they had a medical training or 
were previously practitioners). 
Third, interests of donors can explain the progress made in the cases of per diems and 
primes. Donors have a clear budgetary interest in coordination on these issues as it 
concerns payments that are made by them and there is direct competition with donors 
who would be paying more.  
Fourth, a certain degree of like-mindedness between the European partners – and 
certainly between the EU and Belgium can help to move certain things forward on the 
medicines case. This case has been characterized by strong ideological divergences on 
whether medicines should be procured and distributed through state structures or 
parallel systems. Through sustained and continued efforts by European (in particular 
EU) and other donors in the GIBS, these divergences have been overcome.  
Fifth, the ability to somehow align with the government has been seen as a major 
contributor for the relative success of the medicines and contrat unique cases. As 
stated above, the GIBS has in these cases managed to (somehow) involve the partner 
government and provide (indirect) alignment. 
These factors have enabled a relatively successful coordination. Although this chapter 
did not put the focus specifically on the role of the EU in donor coordination, the cases 
show that European donors have played a particular role in enabling the relative 
success of the GIBS, especially through their commitment to align as much as possible 
with national policies, the contributions of certain dedicated individuals and a certain 
level of like-mindedness, especially between the EU and Belgium. On the other hand, 
it shows that extensive EU internal coordination is not a prerequisite for relatively 
successful donor wide coordination in a specific sector. Interestingly, the EU has 
played a facilitating role without playing the first fiddle in internal or external donor 
coordination.  
The big challenge will be the implementation. Currently, the GIBS also started a debate 
on the financing methods in the sector, on which there are – again - many different 
views among donors. This case and others will show whether the GIBS will continue to 
be relatively successful in reaching coordination agreements among donors, despite 
the differences in visions among donors and the extremely fragile context with a very 
difficult relationship with the government, and whether the EU will continue to play a 
facilitating role in this regard.  
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